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YOUR BUYING GUIDE 


The slogan "'It's Sharp" has become a buy-word among 
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=i surgeons and hospital purchasing agents because of its 

=e intimate association with the inimitable keenness of Bard- 

=: Parker surgical cutting edges. 

= BARD-PARKER 
i Rib-Back Blades / 
Ey | e ° me 
; have created a new high in performance expectancy by ae 
a their uniform qualities of superior sharpness, rigidity and lat 

strength . . . characteristics which appeal to the surgeon 





from the standpoint of serviceability and to the purchasing 


























agent because of their economical virtues. B-P Rib-Back th 

Blades minimize the percentage of discards because they 

are "reject" free. Each blade leaving our factory is a pre- " 

. cision tested unit capable of affording maximum cutting pt 
3 efficiency because... It's Sharp. n 

Ask your dealer for prices 
BARD-PARKER COMPANY, INC. ye 

UJ DANBURY, CONNECTICUT ‘ 
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GENERAL ELECTRIC ANNOUNCES 
A NEW 400 KV. THERAPY UNIT 





faeces completely oil-immersed therapy unit 
for shockproof operation at 400,000 volts, with a 
motor-operated mechanism for raising and lowering the 
tube head—there you have a concise description of this 
latest G-E development, the Maximar “400”. 

G-E engineers were optimistic when they set this objec- 
tive, because the same principle of design had proved 
eminently successful in the original Maximar for 200 kv. 
therapy. With this as a basis, and drawing on their wide 
experience in the design of various types of equipment for 
400 kv. therapy, they attained their objective—a unit that 
is self-contained, very compact, unusually flexible, shock- 
proof, practicai and efficient. 

The fact that this development greatly increases the 
feasibility of equipping for 400 kv. therapy is obviously 
the most important phase of this announcement. If, for 
example, limited floor space is one of your problems, 
you'll find the Maximar “400” a timely and practical solu- 
tion. Likewise it is a logical answer to other problems. 

The name Maximar “400” serves to identify this new 
unit as of the same general design as the original G-E 
Maximar for 200 kv. therapy; i. e., completely oil-immersed 
and self-contained. Dustproof and moisture proof, and 
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therefore free from the effects of atmospheric variations, 
this type of equipment is reliable in all habitable climes. 
Records of performance of the original Maximar “200” 
used in all parts of the world, prove this conclusively. 

The ease and convenience with which the tube head of 
the Maximar “400” may be adjusted to the patient will 
impress you. Vertical adjustment is obtained by an ingen- 
ious motor-operated mechanism, while rotation is made 
manually to the most advantageous treatment angle. A 
vertical control panel provides the most modern devices 
for ease and convenience in controlling the x-ray energy, 
and accurate measurement of dosage. 

Let us send you full information on the Maximar “400”, 
that you may better evaluate the exclusive features which 
will simplify your plans for a modern super-voltage 
therapy service. 


GENERAL {6 ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD CHICAGO, ILLINOES 


















Hospital Management's 
EDITORIAL PLATFORM 


1. To elevate the standards of hospital 
practice. 

2. To help in bringing good hospital 
service within the reach of every man, 
woman and child. 

3. To help physicians, nurses, social 
workers, dietitians and others having to do 
with the care of the sick and injured. 

4. To assist trustees of hospitals in better 
understanding their duties, responsibilities 
and relations. 

5. To stimulate the better training of hos- 
pital superintendents. 

6. To promote the education of the public 
regarding hospitals. 








DEATH OF JOHN D. ROCKEFELLER 


» » With the death of John D. Rockefeller, the world 
has lost one of the greatest of international philan- 
thropists. To many he is known for his genius in 
organization and finance; to the hospital world he 
will always be the great humanitarian. 

No greater memorial can be erected to such a man 
than that which he himself has built, the numerous 
organizations devoted to research into causes of human 
illness and misery in order that the results may be 
eliminated. Many of these have been established on 
a permanent basis and will continue to perform their 
heneficent function, even though their founder is gone. 

[It is peculiarly fitting that, to this man who devoted 
so much of his ability and wealth to the alleviation of 
human suffering, the end should have come without 
pain in the quiet peace of a beautiful Sunday morning. 


EFFECTIVE PUBLICITY 


» » When looking over the old files of Hospitar 
MANAGEMENT recently an editorial was noticed which 
started a train of thought. In August, 1929, Matthew 
Foley wrote, “What have hospitals done to win... 
individual and public confidence? Nothing. They op- 
erate in a way mysterious to the lay mind.” What 
have we done in the intervening eight years to dispel 
this mystery? 

Many years ago a newspaper editor asked, “What 
is the matter with the medical profession? We have 
even offered to pay space rates for articles on medical 
subjects and cannot get them.” Since that time, organ- 
ized medicine has wakened to the fact that publicity is 
necessary. Articles, sponsored by the American Medi- 
cal Association or its component associations, appear 
in the daily press and syndicated or other articles writ- 
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ten by leaders in the profession are constantly to be 
found. These are gradually educating the public in 
the problems and methods of modern medicine with- 
out iny way lowering the ethics of the profession. 

In the hospital field we have done a lot but we have 
been less active in our educational campaign. The an- 
swer in 1937 to the question asked in 1929 would not 
be “Nothing,” but it would be not enough that has 
heen effective. 

First, consider that original means of leadership, the 
press. It is still the most valuable approach to the 
general public and newspapers will always be cooper- 
ative if we give them the opportunity. An analysis of 
one hundred clippings from all parts of the United 
States is illuminating. Of these 58 dealt with hospital 
projects such as raising or acknowledging funds for 
construction, alteration and improvement; nine were 
personals; twelve dealt with miscellaneous non-educa- 
tive matters and two of these were misleading; twelve 
were reports of various associations. Ninety-one of 
the one hundred clippings had no real value in giving 
information to the public as to what the hospital was 
doing for the sick of the community. The remaining 
twelve were of a varying degree of value in this re- 
spect. In other words, the effort to dispel through this 
means the mystery which still surrounds the hospital 
was less than ten per cent effective. 

Next, think of that other great contact with the pub- 
lic, radio. It is at once apparent that an accurate ap- 
praisal of this means of publicity is impossible. On 
certain occasions leaders in the field have broadcast 
special talks but there is no organized use of this great 
means of education and, judging from those broadcasts 
to which we have listened, they are not as effective as 
they should be. All too often they are purely an ap- 
peal to the emotions or bald facts are stated with lit- 
tle or no specific data. Rarely have we heard any ex- 
position of practical hospital operation. 

Personal relationship, while not so broad as either 
of the foregoing means of publicity, is our most effec- 
tive means of creating true understanding and of the 
personal contacts that with the patient and his friends 
is most productive of results. Most patients are dis- 
charged from a hospital feeling that their care has been 
both scientific and effective but, are we sufficiently 
stressing the human side in dealing with the sick? 
Read the article “The Patient’s Point of View” in the 
current issue of HospitaL MANAGEMENT. It is true 
that only a very small minority of those contacting 
the patient in the hospital are not habitually pleasant 
and agreeable but are we sometimes inclined to be 
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routinists? A kindly but unobtrusive personal inter- 
est in the patient makes him feel more friendly toward 
the institution, takes no extra time or effort and makes 
the work of the attendant much more pleasant. 

Organized open house, such as that which 1s so com- 
mon on National Hospital Day, has done a great deal 
in making the public familiar with hospitals, but only 
a comparatively small section of the community can 
take advantage of the opportunity and they are not as 
greatly impressed as they should be because they prob- 
ably think that they are seeing the hospital when it is 
dressed up for inspection. 

The ordinary casual visitor to the hospital consti- 
tutes a much neglected opportunity. We are apt to 
regard him as a necessary evil and undoubtedly he does 
disturb routine and, worse still, he often retards the 
convalescence of the patient. Nevertheless, visiting 
cannot be prevented, so why not use the visitor. Prob- 
ably none of us have invited visitors to see parts of 
the hospital in actual operation. It would take time 
and effort, but is it not worthwhile ? 

There are numerous other means of dispelling the 
atmosphere of mystery which surrounds the hospital; 
every hospital administrator is familiar with them 
Are we using them to best advantage? Let us aban- 
don generalities and pay more attention to specific de- 
tail in all of our contacts with the public. It is much 
more effective to show people the kitchen or the laun- 
dry in operation than to tell them that we serve ten 
thousand meals a month or that we wash one thousand 
pounds of linen per day. We will always have critics 
and they are good for us. To quote David Harum, 
“A reasonable amount of fleas is good for a dog. It 
keeps him from broodin’ on bein’ a dog.” But, if we 
properly take the public into our confidence we will! 
develop at least one defender for every critic. 


NEW YORK HOSPITAL SURVEY 


» » One of the greatest contributions to hospital eco- 
nomics has been made by a “Study Committee” organ- 
ized by the United Hospital Fund of New York, which 
has completed a survey of all means provided in the 
city for the care of the sick. The survey took two 
years to complete and the final report was presented 
at a meeting held at the Hotel Pennsylvania on April 
28th. The membership of the study committee, which 
included such men as George E. Vincent of the Rocke- 
feller Foundation; Dr. S. S. Goldwater, City Com- 
missioner of Hospitals; Dr. Charles Gordon Heyd, 
President of the American Medical Association; Dr. 
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John E. Jennings, senior surgeon of Brooklyn Hos- 
pital; Dr. Eugene H. Pool, former president of the 
New York Academy of Medicine; Dr. Willard C. Rap- 
pleye, Dean of the College of Physicians and Surgeons 
of Columbia University, and Dr. Nathan B. Van Etten, 
director of Medicine in Morrisania Hospital, is suf- 
ficient guarantee of the thoroughness of the work done 
and gives authority to the report. Dr. Haven Emerson 
directed the study and some outstanding points of his 
report are as follows: 

1. Every agency created for the diagnosis and 
treatment of disease was sought out. Eight clearly 
defined functional divisions were found: the hospi 
tal, the dispensary, ambulance service, medical social 
service, care of the chronically ill, convalescent care, 
visiting nursing and medical care of sick in the home. 

2. There is a gross investment of $715,000,000 
in more than 800 institutions for the care of the 
sick, of which 91 per cent is m hospitals, but there 
is no coordinated plan of service. The result is 
waste of capital expenditure, over-building and un- 
der-use in many cases, and overlapping of some ac- 
tivities with insufficient effort in others. 

3. The dual system of hospital! control, voluntary 
and governmental, is both desirable and effective, 
but inter-institutional collaboration for common ends 
is necessary. 

4. Use of voluntary hospitals for the care of pub- 
lic charges to the fullest practicable extent is recom- 
mended, thereby tending to lessen the governmental 
obligation to make capital investment. 

5. Tax exemption should be limited to hospitals 
which not only in name but also in actual fact can 
qualify for the philanthropic category. 

6. There are, at present, more beds than are 
needed for pay patients and fewer than required for 
free. Readjustment is needed rather than new con- 
struction. 





















7. New construction should not be undertaken 
until the need is established. For this and other pur- 
poses a central planning board is recommended. 

8. The committee finds that in New York City, 
hospitals of less than 200 beds and special hospitals 
other than those for the treatment of tuberculosis, 
acute communicable and mental diseases, do not 
function to greatest advantage. It recommends that 
no hospitals of these classes be built and that, when- 
ever possible, those at present in operation be merged 
with larger general hospitals. 

9. More provision is required for the care of the 
chronically ill and the convalescent. 

10. There are sufficient maternity beds in the city 
but there is need for more for the care of mental, 
tuberculosis and venereal patients. 

11. A more liberal policy is indicated in the tem- 
porary admission of tuberculosis as well as mental 
and venereal diseases to the general hospital. General 
hospitals should admit for bed care patients in the 
communicable stage of venereal disease. 

12. Expansion of home care is recommended as 
a means of reducing hospitalization without sacrific- 
ing proper medical attendance. Provision for home 
nursing care should be greatly increased. 

13. It is felt that hospital authorities should col- 
laborate with their medical staffs in providing ways 
and means for remuneration of the members of the 
medical profession for service to the indigent. 

14. Only such dispensary services should be con- 
tinued and developed as are related to an appropriate 
hospital, preferably those which deal with the entire 
range of medical and surgical conditions. 

15. Measures should be taken to expand medica! 
social service work in the hospitals in which it is 
needed. 

Having found the needs and made recommendation 
for meeting these, the committee feels that specific pro- 
vision should be made for carrying on a concerted pro- 
gram for the future. In accordance with this recom- 
mendation, the president of the United Hospital Fund 
announced that he was proceeding at once with the 
organization of a Development Committee. 


WATCH THE MAKING OF LAWS 


» » At each session of Federal and State legislative 
bodies many laws must be enacted and a large num- 
ber of these directly or indirectly affect the hospital. 
Regardless of political affiliation, let us give the legis- 
lators credit for an earnest and conscientious effort 
to make laws which will effectively meet conditions 
as they exist at the time. There will always remain, 
however, a certain amount of appreciative knowledge 
and this factor is perhaps most noticeable in the hos- 
pital field. 

Prevention of injustice and of legislation which 
will adversely affect the hospital must be the respon- 
sibility of organizations of hospital trustees and admin- 
istrators. They must see to it that some individual 
or body is available to watch proposed legislation and 
to give advice when it is sought by legislators. 

A joint committee of several of the national hospital 
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associations has been charged, for several years, with 
watching Federal legislation, and, while it has not 
always been successful in its efforts, it has accom- 
plished sufficient good to amply justify its existence. 
In some states, the state medical society or the state 
hospital association is organized to watch state legis- 
laion and in some of the larger cities the hospital 
council or similar body is performing the same func- 
tion locally. The members of these committees have 
been willing to give their time, often at personal sac- 
rifice, without compensation but, in many instances, 
they have not had sufficient appropriation to carry on 
their work as effectively as they desired. 

At the present time particularly, when so many 
changes are taking place, legislation of all kinds should 
be carefully watched. .The joint committee of the 
national organizations should be kept permanently to 
watch Federal legislation and should, if possible, be 
strengthened. Some person or committee should be 
available in every state and in some of the larger 
cities to guide the legislators and to organize concerted 
opposition to unfavorable legislation which may be 
introduced without or contrary to the advice of the 
recognized authority. None should be handicapped 
by such lack of funds as to prevent effectiveness. If 
regular funds of the association concerned are not 
sufficient, extra assessments may become necessary and 
no hospital should object to such assessment levied 
for the specific purpose of safeguarding its interests. 


ENGLISH AND AMERICAN HOSPITALS 
HAVE SAME PROBLEMS 


» » It is interesting to note that, although the Eng- 
lish hospital system is entirely different from the Amer- 
ican, the problems are almost identical and the solutions 
under consideration are very similar. Some of the 
recommendations of the voluntary hospital commission 
might be taken from almost any of the discussions tak- 
ing place at conventions in the United States. The 
following are examples: 

Formation of voluntary hospital regional councils 
to correlate hospital work and needs in the region. 

Adoption by all hospitals of a uniform system of 
accounts. 

Securing financial aid from the state and from 
local authorities. 

The undesirability of the establishment of special 
hospitals and the affiliation, as far as possible, of 
those at present existing with general hospitals. 

Establishment of machinery to obviate congestion 
in some hospitals and empty beds in others. 

Elevation of nursing standards and provision for 
training. 

Provision for training the chief administrative offi- 
cer of the hospital and recognition of his special 
qualifications. 

Adoption of a pension scheme, for the adminis- 
trative staff. 

Adoption of suitable publicity methods. 

Full text of the report may be secured from the 
British Hospitals Association, 12 Grosvenor Crescent, 
London, S.W. 1; price, 1 shilling. 
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“SYNTROPAN ‘ROCHE’ 


A new non-narcotic synthetic substance which has a 
definite antispasmodic action on spastic smooth muscle. 


Try Syntropan, in place of atropine or belladonna, 
TO CONTROL MUSCULAR SPASM 


PACKAGES and DOSE: For oral administration, tablet, 
50 mg., filled in tubes of 20. One tablet (50 mg.) 3 or 4 times 
a day, or as required. For parenteral administration (sub- 
cutaneous or intramuscular injection) ampuls, 1 cc, each 
containing 10 mg. One ampul 3 times a day, or as required. 


*The phosphate salt of 3-diethyl-amino-2, 
2-dimethyl-propanol ester of tropic acid. 


HOFFMANN-LA ROCHE: INC: NUTLEY* N. J. 
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» » » 
a new problem it would be a very narrow 


and short-sighted policy for any individual 
or nation to neglect to study and take advantage of the 
experience of others in dealing with the same question. 
In the older countries of Europe syphilis has for many 
years engaged a great deal of attention from both the 
medical and sociological point of view, and the Scan- 
dinavian nations and Great Britain have attained a 
greater degree of success than others. The Mayor 
of New York, having been made to realize the serious- 
ness of the problem in that city, and considering a study 
of the methods used in these countries to be worth- 
while, appointed a commission which made a study of 
the systems in force in Denmark, Sweden, Norway 
and Great Britain. The result of their work is con- 
tained in a report published in July, 1936, in the 
American Journal of Syphilis, Gonorrhoea and Ve- 
nereal Diseases.’ 
The Venereal Disease Problem in Denmark 


Denmark has a population of 3,600,000 and its larg- 
est city, Copenhagen, has 700,000 population. The 
people are cultivated, intelligent, sober and frank and 
show a respect for and obedience to authority. The 
medical profession is highly trained, public-spirited and 
cooperates actively with the health authorities. 

It appears that syphilis was introduced into Denmark 
in 1600; in 1788 a local official decreed that all in- 
fected persons must report to the priest who in turn 
was required to report, through the medical authorities, 
to the National Health Department; in 1790 free 
treatment was provided; in 1874 treatment was made 
obligatory as well as free; in 1906 prostitution and so- 
liciting were prohibited; and in 1932 the entire cost 
of providing for diagnosis and treatment was made a 
state responsibility. 

System in Force in Denmark—The law as it stands 
today requires that: 

1. All cases of syphilis and gonorrhoea must be 
reported (not by name unless delinquent). 

2. All persons having syphilis or gonorrhoea 
must take treatment. Under certain conditions, which 
render it desirable for the protection of contacts, 
a person with syphilis or gonorrhoea in the infectious 
stage may be compelled to enter a hospital. 

3. Treatment is free and available to all infected 
persons. 

4. Laboratory service is centered in one official 
laboratory, the state Serum Institute, A small charge 
is made for work done. 

Facilities for treatment are extensive. Free care is 
furnished by each of the sixty-six district officers of 


1Control of Syrnis and Gonorrhoea in the Scandinavian Coun- 


tries and Grea’ ritain; American Journal of Syphilis, Gonor- 
rhoea and-Venereal Disease, Vol. 20, No. 4, July, 1936. 
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IN THE ATTEMPT-‘to find a solution for 


By THOMAS R. PONTON, M.D. 
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health. Every general hospital admits venereal cases 
to special wards or beds and the patients are held until 
discharged by medical authority. Clinics are small and 
the work is usually done by one doctor and one nurse, 
who are paid for their services. Patients who are able 
to pay may be treated by a private physician. Delin- 
quents of all classes are followed up: first, by form 
letter from the physician, second by official letter from 
the health officer and third, by a visit from the special 
public health police. Under the system in force vir- 
tually all cases are reported. 

The Result in Denmark—The result is shown by the 
following summary of the tabulation, taking each 
100,000 of population as the unit: 


Gonorrhoea—Copenhagen 
Balance of the country 


Acquired Syphilis—Copenhagen.. . 
Balance of the country 


Congenital Syphilis—Copenhagen. . 
Balance of the country 


Total ae 
An increase in the number of cases was apparent 
in 1918 and 1919, but was immediately followed by a 
decline which has been continuous since that year. 


The Venereal Disease Problem in Sweden 


Sweden, in 1928, had a population of 6,087,923, of 
which approximately one-fifth is concentrated in cities 
and industrial centers, the remainder living in agri- 
cultural areas. The standard of living and the general 
level of education are high. Medical education is on 
a high plane and social legislation is very advanced. 

In 1816 the first hospital for treatment of venereal 
disease was established in Stockholm; in 1817 free 
treatment was provided for the first time; in 1888 and 
1891 two other hospitals for venereal diseases were 
made available; in 1847 medical inspection of prosti- 
tution was commenced and in 1919 the present law 
became effective. 

System in Force in Sweden—Sweden has shown 
most satisfactory results in the effort to control vene- 
real disease. The system in force is as follows: 

1. All cases of venereal diseases must be reported 
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to the health department (net by 

name unless delinquent). Physi- 

cians must also discover and re- 
port sources of infection. 

2. All persons known to have 
syphilis or gonorrhoea must take 
treatment. Delinquents are fol- 
lowed by letter from the physi- 
cian. If this fails, the name and 
other data are reported and the 
health officer enforces treatment, 
using the sanitary police if nec- 
essary. The patient may be re- 
quired to enter a hospital. 

3. Treatment is free, if de- 
sired, for all persons in the in- 
fective stage. The question of 
infectivity is decided by the phy- 
sician making the examination. 

4. Emphasis is placed on find- 
ing the source of infection and, 
if it is necessary to use legai 
compulsion, the suspect may be 
required to undergo examination 
and treatment. 

Results in Sweden — Prior to 
1913 there was a slow but steady 
spread of syphilis in Sweden. In 
1913 there were 1,500 cases of 
syphilis reported and 10,000 of 
gonorrhoea. In 1919 and 1920, 
after the war there was a marked 
increase in the number of cases. 
Since that time syphilis has de- 
creased until it is now rare. Gon- 
orrhoea has decreased to about the 
1913 level and has remained at prac- 
tically the same level since 1922. 


The Venereal Disease 
Problem in Norway 


Norway is a country of. great 
distances and scant population. 
Oslo, the capital and largest city 
has a population of about a quarter 
million. Bergen is a city of mod- 
erate size. The remainder of the 
population .is scattered in small 
communities, engaged in fishing, 
lumbering, shipping and similar in- 
dustries associated with the forest. 

System in Force in Norway— 
Norway, being a country of scat- 
tered communities with difficult 
travel conditions, has found it nec- 
essary to depend largely on volun- 
tary effort, although legal means 
of control have been provided. 

1. All cases of syphilis, gon- 
orrhoea and soft chancre are re- 
quired by law to be reported at 
least once annually. The law is 
not strictly enforced. 

2. It is provided that treat- 
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ment be compulsory but the law is not enforced. At 
times delinquent cases are fol’owed by letter or by 
police visits. 

3. Treatment is furnished through compulsory 
health insurance and physicians are paid. Hospital- 

ization is available in the communal hospitals. 

4. Laboratory service is available but the great 
travel distances involve slow service. 

Results in Norway—Largely due to great distances 
and the number of small communtities control of vene- 
real disease in Norway is not verv effective. Adequate 
legal machinery is provided but enforcement is diffi- 
cult. Statistics available are admittedly incomplete but 
appear to indicate that syphilis is decreasing while 
gonorrhoea remains stationary. 


The Veneral Disease Problem in Great Britain 


The population of England and Wales is chiefly 
concentrated in large cities. Rura! communities and 
small cities are all within easy access of the large city. 
The large majority of the people are industrialized, 
although there is a fair agricultural representation. 
There is a traditional respect for law but there is an 
equally great resentment of interference with what the 
people consider their personal liberty. 

System in Force in England—Venereal disease is 
under control of a section of the Ministry of Health. 
Local administration is under the “County Council.” 
The modern movement for control of venereal disease 
began in 1896, and has provided for free treatment, 
training of physicians in the specific problems, aboli- 
tion of regulation of prostitution and prohibition of 
treatment by unlicensed practitioners. This latter pro- 
vision prohibits advertising remedies for venereal dis- 
ease except with the approval of the Ministry of Health. 

1. There are no laws requiring the reporting of 
venereal disease, giving power to examine suspects 
or excluding persons from any occupation because 
of the presence of syphilis or gonorrhoea. Case 
records are kept in the clinics. These are brief and 
simple and from them a yearly report is made to 
the Minister of Health. Follow up of delinquents 
is, as a rule, perfunctory and by letter only, but in 
some cases social workers assist in securing attend- 
ance at clinics. Control is essentially voluntary. 

2. Free treatment is provided in 184 clinics, 120 
being attached to hospitals of which a majority are 
connected with teaching centres. Clinics are oper- 
ated at such times as may be necessary to furnish 
treatment but there is no compulsion. Medical serv- 
ice is paid, and the system is approved by the British 
Medical Association. 

Drugs for treatment of venereal disease are pro- 
vided free to physicians for treatment of private 
patients, but lack of demand seems to indicate that 
there are comparatively few patients so treated. 

3. Laboratory service, under supervision of the 
Minister of Health, is provided in eighty-seven lab- 
oratories of which sixty perform Wassermann tests. 
The Results in Great Britain—With no compulsory 

reporting of venereal disease, it must be concluded 
that statistical returns do not represent the entire in- 
cidence of disease. It may also be justly inferred that, 
since the institution of the campaign of education, 
the reporting of cases is more conscientious than pre- 
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viously. It may therefore be concluded that the actual 
improvement is greater than would appear from the 
statistics submitted. Syphilis cases treated in the cen- 
tres show a decline from a high point of 42,805 in 
1920, to 20,692 in 1934. Gonorrhoea treated had in- 
creased from 40,284 cases in 1920 to 43,391 in 1934. 


Resumé of Methods and Results 


These features are common to the four countries: 
1. People are intelligent and law abiding 

2. Free treatment is provided 

3. Laboratory service is furnished free or at very 
small cost 

4. Physicians are paid 

5. Hospital service is available. 

Variants 

Reporting compulsory--Denmark, Sweden, Norway 
(but not enforced). 

Reporting voluntary—Great Britain. 

Treatment compulsory—Denmark, Sweden, Norway 
(not enforced ). 

Treatment voluntary—Great Britain. 

Results 

Syphilis—In Denmark and Sweden there is a marked 
decrease ; in Norway statistics are unreliable but there 
is apparently a decrease; in Great Britain the inci- 
dence has been halved. 

Gonorrhoea—Except in Sweden, the decrease is ab- 
sent or is not very great. 

Conclusions 

The essential point of complete success is compul- 
sory control. In the two countries in which compul- 
sory reporting and treatment is enforced, the decline in 
the syphilis rate has been marked. In the two in which 
this has not been possible, the results are not nearly 
so satisfactory. 

The campaign against gonorrhoea has not been as 
effective as that against syphilis. 

To quote Dr. William F. Snow, Director of the 
American Social Hygiene Association?: “Science has 
discovered the cause of syphilis. This disease can now 
be diagnosed with certainty, and adequate treatment 
will promptly check its progress and in due course 
bring about a cure, while giving assurance that the 
patient cannot transmit the infection to any other per- 
son. With application of the available knowledge and 
methods of medical and public health procedure, 
syphilis could .be eliminated from the roll of major 
causes of death and ill-hea!th in the next decade.” 

“Theoretically the solution of the problem of syphilis 
control and eradication is simple: (1) Find all the 
cases, (2) provide them with proper medical treatment, 
follow-up care and observation, (3) prevent new cases 
from coming into the community and infecting others. 
These measures have been applied with brilliant results 
in many another dangerous communicable disease, the 
contro! of which has proved far more costly and tech- 
nically more difficult than the control of syphilis would 
prove to be.” 

(With this background of the experience of the 
European countries, an article in the July issue of 
HospiraL MANAGEMENT will deal with the Venereal 
Disease Problem in the United States.) 


*Syphilis and Social Security; William F. Snow, M.D., Ameri- 
can Sociai Hygiene Association, Publication No. A-11. 
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» » » HOLLYWOOD, WITH its presentation of 
the lives of Louis Pasteur and Florence 
Nightingale, has brought forcibly to the con- 

sciousness of movie-goers, and thus to all who have 

not been previously informed, the contrast between the 
medical nursing and hospital care of the 19th and 20th 
centuries. Accustomed as is the layman of today to 
the absolute cleanliness, the pain-alleviating anesthetics, 
and the intelligent well-trained nurses, to mention only 

a few of the advantages of the modern hospital, he 

shudders at what it must have been to experience ill- 

ness in any less enlightened time than this. So it is 

with thankfulness that the patient attempts to appraise 
the hospital and nursing care of today. 

In the first place, the average layman appreciates 
only faintly that the hospital exists for more than one 
reason or has more than one aim. He looks upon it 
as existing for the sole purpose of restoring him and 
others like him to normal health. That the hospital 
also serves as a place for research, as a training ground 
for novices in the medical profession, and in the case of 
training schools, for novices in the nursing profession 
also, is an idea which enters only into the fringe of 
his consciousness if at all. In fact, he would probably 
be surprised if he were assured that the continued suc- 
cess of these institutions of healing depended upon the 
realization of all these aims. 

Moreover, this viewpoint is usually that of a person 
in an abnormal condition, suffering pain, perhaps ap- 
prehensive as to the outcome of his illness, possibly 
burdened with financial anxiety and probably fearful 
of the effect of his or her absence from the job, busi- 
ness or profession or of absence from the home. So it 
is small wonder that the patient is sensitive to casual 
or careful handling from the day of admission to the 
day of dismissal. 

Again the point of view may be one of prejudice 
at the outset. The patient has not necessarily chosen 
this particular institution but has been persuaded 
against his will to forego the hospital of his choice and 
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accept that of his doctor’s. In fact, the patient may 
not only not share the enthusiasm of the nursing staff 
for its hospital but may have been a positive aversion to 
it because of a previous unfortunate experience there, 
or because of the bias of a relative or friend. For this 
reason it seems that an obligation rests upon the hos- 
pital and nursing staff, upon all who come in contact 
with the patient, to be good salesmen in the finest 
sense of that word. 

In thinking back over the criticisms and compliments 
which I have heard hospital care receive, I find that 
most of them are directed at the nurses. They vary 
from the severest condemnation to the most extrava- 
gant praise such as I heard only last week when an 
old man told me he had never known nurses were 
angels until his accident and consequent hospitaliza- 
tion. In the heart of many a family is enshrined some 
nurse who gave such skillful devoted service to some 
dear one that its members believe she was responsible 
for his recovery. It was Alice Freeman Palmer, who 
answered a gentleman that she had no $75.00 angels 
when he wrote her making immoderate demands as to 
the qualifications and character of a teacher he wanted 
for his school. Now patients do not really want or 
expect to find angels in the form of nurses, but they 
do appreciate young women of high calibre, as so 
many nurses already are. 

This is not news to the heads of training schools, 
but to furnish them is a continuing responsibility. The 
average layman cannot make the decision whether 
higher and higher educational requirements is the 
answer, for he has only infrequent experiences on 
which to base his opinion. But however such selection 
is made, he believes the resulting product should be 
young women who are not callous and flippant but 
wholesomely sympathetic and considerate as well as 
intelligent and well-trained. 

(Continued on page 56) 
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O «ganization of the 


BY octal SY oF vice Depa tment 


In the Hospital 


» » » SINCE THE HOSPITAL is recognized 
today as one of the most complex of mod- 
ern enterprises, it is understandable that if 

it is to operate on an efficient and economical scale, 

giving the maximum benefit to the patient, there must 
be effective organization of the departments partici- 
pating in the hospital program with centralization of 
authority, relegation of responsibility, and definition of 
inter-departmental relationships. Before considering 
the departmental organization of the hospital social 
service department, it is first necessary to ask, Why is 
the department here? What is its function? What 
special skills does it offer the patient group, the medi- 
cal staff, the hospital, and ultimately, the community, 
through its incorporation as a unit of the hospital? 

With an answer to these queries, it will be easier to 

consider feasible methods of departmental organiza- 

tion which should enable the effective demonstration 
and execution of the social skills which we expect this 
group to perform. 

The first duty of any hospital and the one upon 
which all cooperating departments focus their aim and 
service, is the restoration to health of the sick indi- 
vidual in so far as possible. To this end, the hospital 
offers services for the treatment and prevention of 
disease, including in its patient group every stratum of 
community life. The purpose of the medica! social 
worker in this program is, “to help meet the problem 
of the patient whose medical need may be aggravated 
by social factors and who therefore may require social 
treatment which is based on his medical condition and 
care.” The medical social worker accomplishes her 
goal through devious ways: in fact, she plays three 
distinct roles in relation to the patient and his medical 
care. 

First of all, she acts as an interpreter of the patient 
to the doctor. She contributes to the doctor’s under- 
standing of the personal and environmenta! factors 
relating to the health of the patient by supplying social 
data regarding his personality and background which 
may have become obscured during the concentration 
upon his disease. She, thereby, enables the doctor to 


_ 1A Statement of Standards to Be Met by Medical Social Serv- 
ice Departments in Hospitals and Clinics—American Association 
of Medical Social Workers, Chicago—1936—(P-3). 
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make a diagnosis and to carry on treatment with greater 
certainty and accuracy. For instance, when the doctor 
learns from the social worker the social conditions ex- 
istent in the homes of two cardiac patients, he may 
discharge one patient to his family with the assurance 
that the patient will be able to follow the prescribed 
medical regime; while in the case of the other patient. 
he may insist on a longer stay in the hospital, or that 
he be sent to a convalescent home until suitable ar- 
rangements for post-hospital care in his own home can 
be made. Although the doctor and the social worker 
have two distinct functions, there is a close interde- 
pendence. The doctor counts on the medical social 
worker for a social history, social diagnosis and social 
treatment for a particular patient, while the worker 
depends upon the physician for medical interpretation 
and recommendations regarding the patient. 

The second role of the medical social worker is that 
of an interpreter to the patient of the general hospital 
routine and the doctor’s specific treatment program for 
him. She must be certain that the patient has a suff- 
cient understanding of his condition, and that he will 
follow the doctor’s recommendations for treatment and 
post-hospital regime. She must be aware of any diffi- 
culties which might tend to frustrate his program to- 
ward recovery and readjustment in his community. 

The medical social worker has yet a third task of 
interpretation—that of explaining the hospital and the 
patient to his family, interested friends, and the com- 
munity. She serves this group by translating into 
comprehensible terms “a diagnosis which may mean 
nothing to them without a prognosis and a statement 
of the degree and duration of disability.” 

Thus, the social worker becomes the interlocking 
agent between the patient, the hospital, and those com- 
munity organizations which have been established in 
our complex society. Through this role of interpreter, 
mediator and liaison representative of the hospital, she 
is enabled to give unique assistance to all of those who 
are attempting to assist the patient regain his health 
and make a satisfactory social adjustment. The hos- 
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pital is aided in more fully discharging its obligation 
of caring for the sick in the community, and ultimately, 
the community develops within itself a better inte- 
grated understanding of the implications of disease. 
Therefore, with the medical social worker fulfilling an 
important professional service in the hospital organiza- 
tion, it is essential that her place be clearly defined and 
established in terms of departmental organization. 

In considering the various aspects of the medical 
social service organization, we must appreciate the fact 
that different types of hospitals in different kinds of 
communities are confronted with problems peculiar to 
themselves which will of necessity affect the character 
of the social service organization. Every hospital has 
its own distinct place to fill in the community, and 
each has its distinguishing characteristics in terms of 
clientele served, types of disease treated, et cetera. 
Different economic groups are served by different hos- 
pitals. In one hospital there may be a large percentage 
of free patients, while in another, a preponderance of 
paying patients. Some institutions may specialize in 
one type of diagnosis such as tuberculosis, whereas 
others may accept general medical cases. Although 
we must remember that no one pattern of organization 
will be appropriate to all institutions, it is possible to 
consider those general principles and standards which 
have proved effective in various hospital organizations 
and the possibility of modifying them to meet the needs 
of the particular institution which may be under con- 
sideration. At all times we must be cognizant of the 
need for flexibility in any organized program. Organ- 
ization which has proved satisfactory in one place may 
be very ineffectual in another. Furthermore, because 
we are constantly in a process of change, we must 
allow for periodic re-evaluations to determine whether 
the type of organization in effect is the most feasible 
one in relation to the service which needs to be per- 
formed. Because of the differences existing between 
institutions, it is obvious that a statement of unchange- 
able principles for the organization of a social service 
department is impossible, but those guides and stand- 
ards of organization which have proved successful in 
various hospital units can be delineated. 

As a professional unit of the hospital organization, 
the social service department should be organized on 
the same basis as the other departments of the hos- 
pital. The position of the director of the department 
should be analogous to that of the other department 
heads. The director should be responsible to the cen- 
tral authority of the hospital “for the 
administering of hospital policies with- 
in the social service department, for the 
preparation and administration of the 
budget, for fostering inter-departmen- 
tal relationships, and for participating 
in meetings with other department 
heads where policies affecting the hos- 
pital and its patient group are devel- 
oped.” The director should be a com- 
petent trained social worker with ap- 
proved qualifications, and should be a 
member of the American Association 
of Medical Social Workers. Under 
her direction and supervision there 
should be adequate personnel including 
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particularly, the uccessary number of trained social 
workers, clerks, and also volunteers, when deemed ad- 
visable. 

The internal organization of the social service de 
partment will be complicated in proportion to the num- 
ber and variety of persons employed, which in turn is 
dependent upon the type and size of the institution, the 
extent to which the services of the social worker are 
used, and the available financial resources. At present. 
it is impossible to lay down a practical working ratio 
of social workers to patients as might be drawn in con- 
sidering other activities or services in the hospital. 
This subject has been studied but as yet no satisfac- 
tory answer has been found. The size of the staff will 
depend somewhat upon the policy of the institution 
with respect to its community responsibility. A hos- 
pital which is supported by public funds and which 
endeavors to meet the medical needs of the community 
will need a larger social service department than a 
private hospital which limits its intake. Furthermore, 
the number of workers necessary will depend upon the 
scope of community resources which can be prevailed 
upon to offer social services. In the urban community 
endowed with many social agencies, there will be less 
need for a large staff than in the suburban or rural 
community where the hospital unit might be expected 
to carry the full responsibility for the patient’s needs. 
Another factor which must be considered in speculat- 
ing about the size of the staff, is the type of hospital. 
A general hospital which has a quick turnover of pa- 
tients will need more social workers than a hospital for 
chronic illnesses where patients remain for longer pe- 
riods of time. 

It has been found both economical and successful to 
organize the social service department on the basis of 
division of service or function, the general division of 
responsibility being that of administrative activities and 
that of selective case work services. 

The administrative functions of the social worker 
include the clinic and hospital admitting procedures, 
the administrative responsibilities relative to the dis- 
charge of patients, out-patient department management, 
and interpretation of hospital administration to com- 
munity organizations. Whether the administrative 
functions manned by social! workers are carried on as 
a branch of the social service department or as a part 
of the administrative department of the hospital, is not 
of prime importance. The admitting and discharge to 
and from the hospital are important functions which, 

although predominantly administra- 
tive in emphasis, do have real social 
amplications, and problems may arise 
which require the skill of social case 
work. Recognition of the fact that 
the admitting officer must have mature 
judgment, knowledge of basic social 
concepts and mastery of case work 
skills, will serve to further the efficient 
and econoniical administration of the 
hospital. This administrative function 
would be of less importance perhaps in 
a public hospital than in a private one, 
where the rates are set by an admitting 
officer. There are those who believe 
that the admitting function is definitely 
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administrative and does not require socially trained per- 
sonnel, and that therefore the admitting officer should 
be directly under the hospital administration. It is rea- 
sonable to assume that when clinic managers are social 
workers they rightfully belong under the supervision of 
the social service department. 

The case work services are in general limited to the 
social study and treatment of individual patients in 
cooperation with the medical staff. The workers are 
usually assigned to specific services. The problems 
which must be dealt with are varied, hence there will 
be a gain in the efficiency and technique of the depart- 
ments if workers are assigned to a specific type of 
case, or to closely related types. The assignment of 
the workers will be determined in part, not only by 
the number and apparent importance of cases, but also 
by the practical possibilities of attaining satisfactory 
results. There is real advantage in specialization for 
the workers as it provides for more intelligent and 
experienced team work between the doctor and the so- 
cial worker to the ultimate benefit of the patient. If 
a department is not sufficiently large or well developed 
to have a worker for each service, a combination of 
services may be worked out. An important factor 
which must be kept in mind in relation to the case work 
services, is the necessity for allowing flexibility in the 
worker’s schedule. She is responsible for meeting hu- 
man needs and crises as they arise, and her service will 
be of value only in so far as she can make herself 
available and useful at the crucial moment when help 
is most urgently needed, be it an interview on the ward 
or a home visit. 

Let us turn for a moment to a consideration of the 
elements and facilities essential to the efficient manage- 
ment of the social service department. In addition to 
the professional staff, it is necessary to have a clerical 
staff, either directly attached to the department or in 
a central office under the hospital administration. In 
most institutions it has been found more satisfactory 
to have the clerical staff attached directly to the social 
service department and responsible to the director of 
the department. The clerical division is generally re- 
sponsible for social records, correspondence and sta- 
tistics. 

There should be a complete and comprehensive sys- 
tem of social records filed in an accessible manner. 
The recording of the findings and performance of the 
social worker are essential to intelligent, efficient serv- 
ice. The social records are as necessary as the com- 
plete description of the doctor’s activity in the case. 
In most departments, the correspondence constitutes a 
great part of the clerical responsibility. It is through 
correspondence that the socialservice staff does one of 
its most extensive interpretative services to the com- 
munity. Statistics are essential in a progressive de- 
partment. They serve as a measuring rod of the vol- 
ume of services given, and every department should 
have such a statistical device. 

Needless to say, there should be adequate room ac- 
commodations for the social service department, readily 
accessible to patients, doctors and administrative offi- 
cials of the hospital, and which will afford privacy 
when necessary. 

The sources of financial support of the social service 
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departments have been varied. Originally, the impetus 
for establishing this service came almost entirely from 
sources outside the hospita! administration, such as 
women’s auxiliaries, social agencies, and interested in- 
dividuals. This type of support with committees, 
boards or agencies in control of budgetary matters, 
still exists today in many hospitals. Some hospital 
administrators consider the social service department a 
branch of community service rather than an integral 
part of the hospital, and believe that this service should 
be maintained and administered by the official com- 
munity agency. Others consider this service the most 
effective organ of hospital interpretation to the com- 
munity and anticipate that it will draw financial sup- 
port from the community, not only for the department 
itself, but for the hospital as well. For this reason, 
outside sources of support are often urged and stimu- 
lated. On the basis of experience, the consensus of 
opinion is that the most satisfactory plan is one which 
provides for support of the social service department 
from the hospital treasury with a budget recommended 
by the director of the department, allocated by the 
hospital administrator and controlled and administered 
by the director of social service. 

Individuals or groups who are supporting sources 
of the department, must be kept in close touch with 
the work undertaken and accomplished. How this can 
best be done depends upon the local situation. Some- 
times it is advisable to include such persons as mem- 
bers of the social service committee or advisory board, 
if such exists. Advisory committees, or social service 
committees as they are sometimes called, have been 
found both useful and valuable by administrators and 
social workers. As an advisory group they become 
acquainted with the needs of the department as well as 
those of the hospital, and may promote and participate 
in activities for the further progress and development 
of the institution. 

The membership of an advisory group should in- 
clude representatives not only from interested and in- 
fluential lay groups, but also from the co-operating 
professional groups, such as doctors and nurses. The 
director of the social service department should be in 
the same position in relation to the advisory committee 
as the superintendent of the hospital is to the board of 
trustees. Thus, with the socia! service department di- 
rectly responsible to the superintendent of the hospital, 
and indirectly to a social service committee, it is basic- 
ally attached to the institution, and at the same time 
it is permeating the community with its social influence. 

Interpretation and participation on the part of the 
social service department in connection with the hos- 
pital administration and community groups are impor- 
tant, but there is also a vital need for interdepartmental 
cooperation and participation with the other profes- 
sional units in the hospital including doctors, nurses, 
internes, dietitians, and others. Not only should there 
be staff conferences within the social service depart- 
ment for the purpose of reviewing and analyzing the 
work being performed, but there should be a concen- 
trated effort made to have interdepartmental confer- 
ences with these other professional groups, such as the 
medical staff and nursing group. Such a program 

(Continued on page 52) 
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IN ORDER TO PROVIDE proper care 
for patients, the hospital must offer an ade- 
quate laboratory service. ‘To accomplish this 
effectively and economically, there are two fundamen- 
tal requisites: namely, an adequately trained profes- 
sional! staff and proper space and equipment. 

What constitutes an adequately trained professional 
staff? Before answering this question it is well to call 
to your mind that the practice of Pathology is just as 
much a medical specialty as is internal medicine or 
surgery. Acquiring proficiency in this branch of med- 
ical science is as exacting and as time consuming as 
in any other specialty. Both, the clinical pathologist 
and the clinician must of necessity delegate much of 
the mechanical phase of his work to adequately trained 
and thoroughly supervised technicians. It is the lack 
of proper evaluation by the physician of this super- 
vision and interpretation of laboratory tests that per- 
haps is responsible for much of the present chaos in 
hospital laboratory practice. It must be emphasized 


» » » 


that a registered technician is at best one equipped by 
education and training to carry out most of the routine 


laboratory procedures. This education and training 
does not and cannot enable the technician to interpret 
the results of these procedures. Unfortunately, some 
physicians, as well as hospital administrators fail to ap- 
preciate this distinction between the technician and the 
clinical pathologist. 

With this in view it is obvious that no laboratory 
service worthy of its name is to be considered of value 
without having a director of the laboratory who is a 
graduate of medicine and who is specially trained in 
pathology. In the past there existed no “yardstick” to 
measure the adequacy of professional training of the 
pathologist and obviously there were available many 
types from which it was difficult to choose. At the 
present time, thanks to the efforts of the American 
Society of Clinical Pathologists and the Council on 
Medical Education of the American Medical Associa- 
tion, there has been created an examining board for 
Clinical Pathology which will simplify the problem of 
the hospital administrator in choosing a properly qual- 
ified pathologist. At the present rate, it has been 
estimated that in another two or three years all of the 
pathologists that can meet the minimum requirements 
of this Board will have had the opportunity to present 
themselves for certification. 

In addition to the medical director, the laboratory 
personnel should include two registered technicians, 
one specially trained in bacteriology and immunology 
and the other in bio-chemistry. To this minimum pro- 
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fessional staff, additional personnel can be procured 
from local sources and trained to perform the less 
technical procedures in the laboratory. 

The question of space and location is also important 
from the economic point of view. Since most of the 
material is collected by the laboratory staff at the bed- 
side, adequate space in a centra! part of the hospital, 
preferably equidistant from all points in the building 
saves valuable time and reduces the cost of operation. 

How can such an organization be profitably financed ? 
The answer to this question depends on several factors 
and the most important is the size of the community 
and the institution that it serves. Experience has shown 
that to support a well-balanced clinical laboratory serv- 
ice at a reasonable cost to the patient, the institution 
must have an average bed capacity of at least 200. 
This means, of course, that every patient is given the 
minimum laboratory tests as required by the American 
College of Surgeons. The income derived from this 
source, coupled with other consultant fees should en- 
able the pathologist to equip and staff his department 
to render a highly efficient diagnostic laboratory service. 

If the institution is of a smaller size, then it becomes 
imperative that two or more local hospitals combine 
forces and be served through a central laboratory de- 
partment, in order to provide sufficient volume of work 
to support a similar organization. Such a scheme is 
now in operation in many communities, including my 
own. 

What should be the financial arrangement between 
the hospital and the pathologist? Perhaps, the fairest 
way for everyone concerned to finance the clinical lab- 
oratory is to segregate the entire income of this depart- 
ment. A contract should be drawn between the hos- 
pital and the pathologist whereby the pathologist agrees 
to render satisfactory and efficient laboratory service 
at a definite fixed schedule of prices, agreed upon 
by the hospital administration, the executive profes- 
sional staff, and the pathologist. Irrespective of col- 
lections from patients, the hospital agrees to pay the 
pathologist for services rendered on a monthly basis. 
The pathologist in turn agrees to furnish all equip- 
ment, material, and technical help. To cover the cost 
of space used by the laboratory and the collection of 
guaranteed bills, the hospital adds a certain agreed 
percentage on the laboratory bill to the patient. For in- 
stance, if the cost of laboratory service received by the 
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patient amounts to $4.00, the hos- 
pital in turn charges the patient 
$5.00. By this method, there is a 
fixed responsibility for both par- 
ties. At the same time neither the 
patient, the hospital, nor the path- 
ologist is being exploited. In ad- 
dition, the smaller institution can 
be assured the advantage of a large 
institution at a minimum cost to 
the patient, the pathologist is as- 
sured a reasonable income com- 
mensurate with his training, and 
the hospital is assured a_propor- 
tional remuneration for its service. 

The time has now come when 
all hospital administrators must re- 
alize that in order to attract com- 
petent men in the field of pathol- 
ogy, such men must be adequately 
remunerated for the time spent on 
their special training. Since the 
function of the clinical laboratory 
is to assist the clinician in the diag- 
nosis and treatment of the patient, 
it is obvious that such a service is 
of a highly professional character. 
Therefore, the responsibility for 
this service should be placed on the 
pathologist and he in turn should 
have freedom of action in choos- 
ing his personnel and the equip- 
ment for his department. 

May I at this point decry the 
operation of numerous hospital lab- 
oratories directed on a mail order 
basis without direct supervision of 
a recognized pathologist? In many 
instances, the institutions that in- 
dulge in this practice are large 
enough to support a well-balanced 
department, but for the sake of 
monetary gain, they proceed to 
farm out, so to speak, certain pro- 
cedures, such as tissue examina- 
tions, and conduct the laboratory 
without supervision. To meet the 
requirements of the Council on 
Medical Education and that of the 
American. College of Surgeons, 
some member of the medical staff 

(Continued on page 58) 
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The Medical FS; tafh 
In the Small Hospital 


» » » FOR THE PURPOSES of this discussion 
the small hospital will be considered as one 
of not over 100 beds capacity, and exclu- 

sive of the tax supported institution. 

The problems of the small hospital are of particular 
interest in the area covered by this Sectional Meeting 
of the American College of Surgeons because, there 
are comparatively few large cities, there are many small 
communities and there are great stretches of thinly 
populated country. Under suéh conditions an appre- 
ciable number of patients must of necessity be cared 
for in small hospitals. Cooperation of neighboring 
communities and the formation of counties into dis- 
tricts for the purpose of construction and maintenance 
of adequate hospitals would meet the situation in some 
instances, but there still remain many sections where 
this is decidedly impractical, and the need must be met 
by the small hospital. In this area there are 138 small 
hospitals registered by the Council on Medical Edu- 
cation and Hospitals of the American Medical Asso- 
ciation, of which 46 are approved or conditionally ap- 
proved by the American College of Surgeons. A glance 
at the last hospital analysis by the College shows that 
a much higher percentage of hospitals of 50 to 100 
beds comply with the minimum standard than of those 
with 25 to 50 beds, so it is reasonable to assume that 
the majority of the 46 are in the larger capacity group. 

The problems relating to staff organization in hos- 
pitals of 50 to 100 are fairly definite and have often 
been discussed. They are concerned for the most part 
with qualifications for membership, rules and regula- 
tions, officers and committees, staff subdivisions, and 
conferences. 

The primary object of staff organization is to bring 
to the care of a patient as completely as possible the 
full facilities of the institution and the combined abil- 
ity and experience of the individual members of the 
staff. To this end it is imperative that the governing 
body extend the privileges of the hospital to none but 
well qualified and competent practitioners of medicine 
as outlined in the Minimum Standard for Hospitals, 
and that these privileges continue only at the pleasure 
of the-governing body, preferably renewable annually. 
Permission to treat patients in the hospital should be 
granted by the governing body upon recommendaticn 
of a staff committee. Every physician practicing in 
the hospital shou!d be considered a member of the staff 
in some appropriate classification—active, consulting, 
associate, courtesy staff, etc——and as such he is subject 
to staff rules and regulations. The staff regulations 


~ *Presented at the Sectional Meeting of the American College 
of Surgeons, Seattle, Wash., March 31, April 1 and 2, 1937. 


28 


By HERBERT E. COE, M.D. 





should be worked out with the utmost care and under- 
standing of local conditions and be approved by the 
staff only after thorough study. They should be definite 
and clear as regards essentials and fundamentals, but 
should avoid irksome restrictions in matters of detail, 
leaving sufficient elasticity for the exercise of individ- 
ual judgment, which is so necessary in our highly in- 
dividualized profession. 

To head the staff a man should be chosen who com: 
mands the respect of his fellows, preferably a senior 
with broad clinical experience, keenly interested in the 
hospital, endowed with tact, and a reputation for fair- 
ness which places his remarks, decisions, and appoint- 
ments above question. 

Committees should be appointed, their number and 
functions being determined by local conditions. They 
should be small if they are to be active and efficient, 
and they should maintain intimate contact with the 
administrative organization of the institution. The 
staff may be divided into services, or clinica! depart- 
ments, if such grouping seems logical. In general it 
may be stated that the more numerous and clearly de- 
fined the divisions of the staff, the greater will be the 
scientific activity within the specialties, and the greater 
the tendency to request consultations. 

Probably the most important committee is the prog- 
ress committee, and the success of staff conferences 
depends to a great degree upon the initiative and judg- 
ment of the chairman. When there is available a 
younger man with energy, enthusiasm and a reason- 
ably comprehensive knowledge of the departments of 
the hospital, it is better to assign the development of 
the programs for the year to him rather than to a com- 
mittee of three, two-thirds of which will be admittedly 
inactive. A comprehensive plan for the year should 
be worked out, and certain individuals or departments 
be given definite dates. About these fixed features, 
the balance of each program may be constructed de- 
pending upon the material available at the time. Those 
who are to present the main portion of each program 
should be consulted when the plan is developed and 
each one reminded far enough in advance of his meet- 
ing to enable him to make proper preparation and 
assemble cases. Notices of meetings should include 
the program and should be sent to each member not 
more than two days before the meeting. It should be 
definitely understood that discussion is invited, and 
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preparation for discussion shou!d be encouraged even 
to the extent of at times prearranging definite cor- 
roborative or stimulating facts or figures. The usual 
stumbling block in discussion of cases is the lack of 
free, frank, impartial, scientific criticism. It is clearly 
evident that embarrassing situations may arise, but 
tactful guidance by ‘the presiding officer will, in most 
instances, maintain a constructive character of the criti- 
cism which will offend no reasonable person. If, how- 
ever, any member is unable to adjust himself to such 
criticism he should resign from the staff even at the 
expense of depriving himself of the opportunity for 
professional and scientific improvement which such 
contact affords. 

Certain matters may well be excluded from staff 
conferences. These include reports which tend to be- 
come routine, statistical tabulations, reports of inade- 
quate records, correction or discipline of a member, 
and the like. Hospital statistics which must be brought 
to the attention of the staff should be so condensed 
and analyzed that significant facts or trends are clearly 
presented and conclusions drawn which will stimulate 
interest or discussion. 

Attendance at meetings should be insisted upon, but 
no penalties should be imposed for non-attendance. 
When attendance is consistently low, the program com- 
mittee should be changed. It may, however, well be 
stressed at appropriate times and occasions that there 
are obligations of attendance—for the younger men, the 
obligation to perfect and increase their knowledge as 
rapidly as possible, and for the elder members the 
obligation to give the results of their observations, 
experiences and mature judgment. 


The foregoing remarks apply particularly to hos- 
pitals and the staffs of which number more than fifteen 
or twenty members. What may be said of those with 
staffs of three to six or eight members, and ten to 


thirty beds? I am constrained to disagree with the 
optimistic statement occasionally appearing in publica- 
tions of the College to the effect that in the near future 
no hospital not meeting the minimum requirements 
for approval will attempt to care for the sick and in- 
jured. Even in these days of good roads and rapid 
transportation there are many districts where the re- 
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quirements of the scattered population are satisfied by 
hospitals so small that they can meet the minimum 
requirements only in spirit, if at all. Such hospitals 
are usually either privately owned, or operated by a 
company for its employees. The privately owned hos- 
pital, if operated by a nurse, must accept patients from 
any doctor who is not actually ostracized by the com- 
munity; and if owned by a doctor the privileges of 
the hospital depend upon his personal relations with 
his neighboring practitioners. Under these conditions 
the problem of the choice of a staff is non-existent. 
It is automatically regulated by force of circumstances. 
Rules and regulations are determined by the occasion 
and frequently have their genesis in some preventable 
accident. Staff conferences become consultations 
snatched irregularly from the overcrowded working 
hours of the specialist in the diseases of the skin and 
its contents. Laboratory facilities are as limited as 
the time and opportunities to use them, and records 
consist of little more than identification data and the 
notations of the nurse. In spite of these conditions 
many small hospitals are serving in a very real manner 
the needs of their communities and doing it reasonably 
well. On the other hand, there are some in which the 
facilities and technic are so poor that the death rate 
is disgraceful. Patients enter them lured by the name 
“Hospital,” which, thanks to the activities of this Col- 
lege is becoming widely accepted as synonymous with 
scientific safeguarding of human life only to find that 
more than a name is required. 

If these small institutions which admit great numbers 
of patients every year are to become truly worthy of 
the name, it will not be by a doomed-to-failure attempt 
to put into effect the details of the Minimum Standard 
so successfully applied to large institutions, but through 
the honesty, the moral fibre, and the sterling charac- 
ter of those stalwarts of the medical profession—the 
general practitioners who carry on their high calling in 
the small communities and the great open spaces of 
this country. This fundamental safeguard for the 
patient in the small hospital depends not upon rules 
and regulations but upon the weeding out process be- 
fore and during medical schooling, and upon the in- 
spiration of great teachers. 


Photograph courtesy Ravenswood Hospital, Chicago, Ill. 
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A. H. A. Convention 

» » The American Hospital Associatiot 
is not yet ready to release any definite pre- 
liminary program for the Atlantic City 
conventicn to be held in September, but 
hospital executives and others should be 
planning to attend. The hotels have ad- 
vised of very reasonable rates. On the 
Board Walk, rates will vary from $2.50 
to $10.00 for one person, and from $4.00 
to $12.00 for two persons. On the Ave- 
nue, rates are somewhat lower. 


A. C. H. A. Plans Post-Convention 
Trip to Bermuda 


» » Following the convention at Atlantic 
City, the American College of Hospital 
Administrators has planned a_ pleasure 
cruise to Bermuda. Arrangements have 
been made to leave Atlantic City by spe- 
cial train at 7 p. m., September 16th, ar- 
riving in New York at 10 p. m., where 
reservations will be made at the Penn- 
sylvania Hotel. After a short stay in 
New York, the party will sail on the Fur- 
ness liner, Monarch of Bermuda. <A two- 
day cruise will take the tourists to St. 
Georges, where accommodations will be 
arranged at the Castle Harbor Hotel. Two 
days are allowed in Bermuda before sail- 
ing on the same boat for the return trip 
to New York. 

This is an exceptional opportunity for 
a glorious vacation trip with congenial 
companionship and splendid accommoda- 
tion at reasonable cost. Reservations 
must be made before July first; any per- 
son wishing to take advantage of the ar- 
rangements made by the College should 
communicate immediately with J. Dewey 
Lutes, 1931 Wilson Avenue, Chicago. 


Minnesota Hospital Assn. 
Holds Successful Convention 


Five hundred and thirty-six hospital 
executives and representatives of eight 
allied groups registered at the Minnesota 
Hospital Association convention held in 
Rochester, Minnesota, on May 13, 14 and 
15, 1937. This registration broke all pre- 
vious attendance records of the conven- 
tions of the Minnesota Hcspital Associa- 
tion. Of more importance was the num- 
her of very fine papers which were pre- 
sented as well as the interest in the dis- 
cussion of the subjects- presented. 
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Among the important decisions made at 
the business meeting were the following, 
which were included in the report of the 
Resolutions Committee and adopted: 

1. That the recommendations presented 
by the Committees on Legislation, Public 
Relations, Nursing and Rural Hospitals 
be approved, i.e.: 

a. That the Association assure itself 
of direction as well as protection in 
legislative matters by providing its Leg- 
islative Committee with sufficient funds 
to employ such full or part time per- 
sonnel as may be necessary to properly 
safeguard the hospitals of the state 
against harmful legislation and to pro- 
mote bills that are in the public in- 
terest. 

b. That the Association at once pro- 
vide the means and the set-up whereby 
an intelligent publicity program may be 
undertaken which shall be continuous 
throughout the year with cumulative 
effort culminating on Hospital Day or 
other convenient date. 

c. That the present policy of the 
Association respecting the training of 
nurses and the agencies responsible for 
setting standards of nurse training be 
continued and that the Association as- 
sume an appropriate responsibility for 
the presentation of those who shall at- 
tend at the bedside of those who are 
sick or ailing in order that the entire 
public of this state may have available 
an adequate supply of nurses able and 
willing to perform the necessary work 
incident to the requirements of modern 
medicine and the welfare of the patient. 
2. That the Association approve the 

policy of holding courses for adminis- 
trators at the University of Minnesota, 
and that the Directors be instructed to 
take the necessary steps to provide an In- 
stitute again next year, and that a com- 
mittee be appointed to work out the neces- 
sary details. 

3. That the Constitution and Rules 
Committee be instructed to present for 
the consideration of the next annual meet- 
ing of the Minnesota Hospital Associa- 
tion an amendment to the Constitution 
which shall provide for an Institutional 
Membership with annual dues. 

4. That the Association join with the 
St. Paul Association in an invitation to 
the American Hospital Association to 
convene in the City of St. Paul in 1938. 

5. That the Minnesota Hospital Asso- 
ciation confer Honorary Membership 


upon Dr. Fred Carter, superintendent of 
Christ Hospital, Cincinnati, Ohio. 

6. That the Association record its deep 
appreciation to all of those who this year 
at much personal sacrifice have given 
time and energy to build and develop the 
usefulness of the organization. 


7. That the officers of the Minnesota 
Hospital Association be requested to work 
out and have available for such distribu- 
tion as may be requested, an outline of 
detail of Group Hospitalization for rural 
organizations. 

The Thursday afternoon program was 
limited to committee reports affecting the 
Minnesota Hospital Association as a 
whole. The committee reports were very 
thorough and those who had worked on 
committees during the year have given 
much thought and consideration relative 
to their assignments. 

Thursday evening the convention de- 
parted from its regular routine and a 
dinner meeting was held at the Roches- 
ter State Hospital where over three hun- 
dred guests were provided with a buffet 
supper through the generosity and com- 
pliments of the State Board of Control 
and Dr. B. F. Smith, Superintendent of 
the Hospital. In addition to several pa- 
pers presented at the program that eve- 
ning, the Association held what was 
termed a new type of Round Table. 
Questions were submitted to individuals 
without their having knowledge of the 
contents. Some of these questions were 
of educational value, others were enter- 
tainment in nature, and provided one 
of the very interesting highlights of the 
convention. 

Friday morning the eight allied groups 
in conjunction with the Minnesota Hos- 
pital Association held a combined meet- 
ing at which representatives or national 
officers of the groups and others presented 
papers. 

Friday afternoon the various allied or- 
ganizations held separate meetings which 
all members of the Minnesota Hospital 
Asscciation were invited to attend. 

Friday evening the annual banquet was 
held, at which Dr. C. W. Mayo, Jr., and 
Dr. Will Mayo gave addresses. For en- 
tertainment the Minnesota Hospital Asso- 
ciation secured Arthur Briese; humorist, 
of Chicago. 

Saturday morning was given over to 
Social Security, Personnel Management, 
Group Hospitalization and closed with a 
round table. 
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Guest speakers at the convention were: 
Rev. George L. Brown, Hospital Chap- 
lain of Rochester; A. W. Adson, M.D., 
President of the Minnesota Medical As- 
sociation; Helen DeLury, Record  Li- 
brarian, Minnesota State Sanatorium, Ah- 
Gwah-Ching ; W. A. Moore, M.D., Mayor 
of the City of Rochester; A. E. Hard- 
grove, Assistant Secretary of the Amer- 
ican Hospital Association, Chicago, IIli- 
nois; A. C. Hagen, Comptroller, Kahler 
Corporation, Rochester, Minn., and Frank 
P. Miller, director of personnel, Northern 
State Power Company of Minneapolis. 

“Group Hospitalization—Urban and 
Rural” was presented by E. A. van Steen- 
wyk, Executive Secretary of the Minne- 
sota Hospital Service Association, St. 
Paul, and the discussion of this subject 
was presented by Maurice Norby, also 
of the Minnesota Hospital Service Asso- 
ciation. 

The new officers elected at the conven- 
tion were as follows: 

President-elect, Dr. Peter Ward, Su- 
perintendent, Miller Hospital, St. Paul; 
First Vice-President, A. G. Stasel, super- 
intendent, Eitel Hospital, Minneapolis; 
Second Vice-President, Miss Esther 
Wolfe, R.N., Superintendent, Hutchinson 
Community Hospital, Hutchinson; Treas- 
urer, Ray Amberg, Superintendent, Uni- 
versity Hospital, Minneapolis; Executive 
Secretary, A. M. Calvin, Executive Man- 
ager, Midway and Mounds Park Hospi- 
tals, St. Paul. 

Victor Anderson, Superintendent of 
Abbott Hospital, Minneapolis, supplanted 
A. G. Stasel as a member of the Board of 
Directors whose term expires in 1938. 

Directors who are to serve for two 
years are: J. H. Mitchell, Manager, Co- 
lonial Hospital, Rochester, and Miss Ma- 
bel Korsell, Superintendent, Itasca Coun- 
ty Hospital, Grand Rapids. 


16th Session of A.C.P.T. 
To Be Held in September 


» » The 16th annual clinical and sci- 
entific session of the American Congress 
of Physical Therapy will be held Sep- 
tember 20 to 24 at the Netherland Plaza 
Hotel in Cincinnati. 


. The program includes many special fea- 
tures: sectional meetings in the special- 
ties, symposia on short wave diathermy, 
hyperpyrexia, electrosurgery, etc. Fever 
therapy and the treatment of vascular dis- 
eases occupy an important place and will 
be discussed by prominent workers in the 
field. The educational aspects of physical 
therapy and the relationship of physical 
therapy technicians to physicians and hos- 
pital departments will be thoroughly dealt 
with. Other features include technical and 
scientific exhibits and a full day of hospital 
clinics where technic will be adequately 
demonstrated. 

Physicians, their technical assistants, 
and nurses working in institutional depart- 
ments of physical therapy are invited to 
attend this important session. There will 
be no registration fee. 
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Catholic Hospital Assn. 
To Convene in June 


» » The Catholic Hospital Association 
will meet in convention at the Stevens 
Hotel, Chicago, during the week of June 
14. The association will be in session 
from June 14 to 18 inclusive. 


Arkansas Hospital Association 
» » The Arkansas Hospital Association 
concluded an important meeting at Little 
Rock on May 19. Ameong other items of 
business, it was decided to affiliate with 
the Midwest Hospital Association, at 
present comprised of members from Ne- 
braska, Colorado, Missouri, Kansas and 
Oklahoma. The principle of group hos- 
pitalization was endorsed but no specific 
action taken. Minimum standards for 
hospitals of Arkansas were adopted and 
a committee appointed to study hospital 
standards in the state. Officers for the 
ensuing year were elected as follows: 
President, Very Rev. Msgr. John J. 
Healy of Little Rock, re-elected; presi- 
dent-elect, Rezina Kaplan, Hot Springs; 
secretary, Ruth Beall, Hot Springs; 
treasurer, John Steele, Pine Bluff. The 
1938 meeting will be held at Pine Bluff. 


Hospital Groups to Amalgamate 


» » Plans are maturing for the union of 
several of the hospital associations of 
Manhattan to form the Greater New York 
Hospital Association. 





THE HOSPITAL CALENDAR 





June 14-18—Catholic Hospital Association. 
Chicago, Ill. 

June 24-25—Manitoba Hospital Association, 
Brandon, Canada. 

July 6-7, 1937—Hospital Association of 
Nova Scotia and Prince Edward Island, 
Sydney, Nova Scotia. 

July 5-11—Int tional H 
tion, Paris, France. 

Sept. 8-9—Canadian Hospital Council, 
Ottawa, Canada. 

Sept. 10-12—American Protestant Hospital 
Association, Atlantic City. 

Sept. 12-17—American College of Hospital 
Administrators, Atlantic City. 

Sept. 13-17—American Occupational Ther- 
apy Association, Atlantic City. 

Sept. 13-17—Children’s Hospital Associa- 
tion, Atlantic City. 

Sept. 13-17—National Association of Nurse 
Anesthetists, Atlantic City. 

Sept. 13-17—American Hospital Associa- 
tion, Atlantic City. 

Oct. 18-21—American Dietetic Association, 
Richmond, Va. 

Oct. 25-27—Ontario Hospital Association. 
Toronto, Canada, 

Oct. 30—Kansas_ Hospital Association. 
Newton, Kans. 
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More Than 1,000 Nurses 
Attend Nursing Sessions 


» » More than 1,000 nurses, executives 
of hospitals and public health agencies, 
instructors and professors of nursing 
schools and colleges, attended the 43rd 
annual convention of the National league 
of Nursing Education and the 10th annual 
convention of the New England Division 
of the American Nurses’ Association, held 
in Boston May 10 to 14. Both meetings 
were held at the Statler Hotel, where the 
week’s activities began at 3 p. m., Monday, 
with the New England Division’s opening 
business session. 

Sessions of the National League of 
Nursing Education extended through Fri- 
day afternoon, May 14th, and were pre- 
ceded by a three day conference on state 
board examinations and surveying nursing 
schools, sponsored by the N.L.N.E. Com 
mittee on Problems of State Boards of 
Nurse Examiners. 


Mount Sinai Hospital 
Features Regular Broadcast 


» » Saturday, June 12th, will mark the 
100th consecutive broadcast of “The 
Mount Sinai Question Box of Health,” 
which is heard over Radio Station KYW, 
a National Broadcasting Company affili- 
ate, on Saturdays at 9:30 a. m. 

This fifteen-minute informal conference 
on everyday health problems is conducted 
in dialogue form by Miss Average Citizen 
and Your Public Health Adviser. All 
manuscripts are prepared by the members 
of the Mount Sinai Hospital (Philadel- 
phia) Medical Staff, with the approval of 
the Public Relations committee of the 
Philadelphia County Medical Society. The 
program is designed to satisfy the pub- 
lic’s yearning for health education, with the 
topics selected to conform to the season 
of the year. 


Congress of Private Hospitals 
To Be Held July 12-17 


» » Delegates or visitors to the Biennial 
Congress of the International Hospital 
Association in Paris will be interested to 
know that a number of other conferences 
are being held at about the same time. 
Especially important is the Second Inter- 
national Congress of Private Hospitals 
and Nursing Homes, which meets in Paris 
July 12 to 17. The secretary of the Asso- 
ciation is Dr. Bussard, 8 Avenue du 11 
Novembre, Bellevue (Seine-et-Oise), 
France. 


Cover Photograph May Issue 


» » We wish to acknowledge the cour- 
tesy of the Mount Sinai Hospital of Phil- 
adelphia, Pa., in furnishing the cover 
photograph of the May issue of Hosprrai 
MANAGEMENT. 



























































































Two hundred children visit the home of their birth—Leila Y. Post Montgomery Hospital, 


Battle Creek—on National Hospital Day. 


200 Children Visit Hospital 

» » More than 200 children and_ their 
fathers and mothers attended the “home- 
coming” held at Leila Y. Post Mont- 
gomery Hospital, Battle Creek, Mich, 
in observance of National Hospital Day, 
May 12th. 

The program opened in the morning 
with a high Mass; at 7:15 o’clock the 
flag raising service, in which twelve 
scouts participated, took place. The flag 
service concluded with the singing of the 
National anthem by the scouts and stu- 
dent nurses. 

Moving pictures of the Johnstown flood 
were shown in the auditorium of the 
Werstein nurses’ home. The movie was 
shown under the direction of Mrs. Mable 
Baker, who also gave an interesting talk 
on the services of the Red Cross. The 
musical program in the afternoon was 
furnished by Mrs. ‘Marcus Farley, Mrs. 
Donald Whitman, and Mrs. Philip Bar- 
ber. Benediction of the Blessed Sacra- 
ment and a meeting of the District 
Nurses association were held in the eve- 
ning. 


El Paso Hospital 
Stages Baby Derby 


» » The El Paso Masonic Hospital, El 
Paso, Texas, under the direction of Owen 
R. Campbell, Superintendent, was for- 
tunate in being able to sponsor an unique 
celebration in connection with National 
Hospital Day. Reference to their rec- 
ords showed that, if Dr. Stork would co- 
operate, their 5,000th baby would be born 
on or near that day. The event was suc- 
cessfully staged and the famous baby was 
born on the afternoon of May 11. 

Every person was interested in the event 
and the celebration received widespread 
support. For the mother of the 5,000th 
baby the hospital gave free hospitalization 
for the confinement period, and a special 
gift that cost fifty dollars for the baby, 
but the gift from the hospital was nothing 
compared to what the merchants of El 
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Paso gave. They displayed their gifts in 
their windows and mentioned on a display 
card that this gift was for the 5,000th Ma- 
sonic Hospital baby. The baby was also 
given a two hundred and fifty dollar edu- 
cational annuity policy. In all, the baby 
probably received around a thousand dol- 
lars in gifts. 

For the entire celebration of National 
Hospital Day the city showed wonderful 
cooperation. Newspapers gave wide pub- 
licity and the broadcasting station donated 
a fifteen minute period for a lullaby pro- 
gram. 


National Hospital Day 
In Canada 


» » The observance of National Hos- 
pital Day in Canada was postponed until 
May 19th to avoid the conflicting date of 
the coronation. It is reported that the 
Canadian hospitals took an active interest 
in the occasion and, in addition to local 
programs, a national broadcast was ar- 
ranged with the CBC for a coast to coast 
hook-up on Sunday evening, May 16th. 
A twenty-five minute drama, based on 
some of the episodes in the life of Flor- 
ence Nightingale, was presented by the 
dramatic staff at the commission studios 
in Toronto. This was preceded by a 
short talk, “Modern Miracles,” by Doc- 
tor G. Harvey Agnew, Toronto, secre- 
tary-treasurer of the Canadian Hospital 
Council. 


Golden Jubilee 


» » St. Joseph Hospital, Keokuk, Iowa. 
has announced plans for celebration of 
its Golden Jubilee on June 29th. The hos- 
pital was dedicated in 1887. 


Increase in Rates 


» » Owing to the soaring prices of mate- 
rials as well as the increase in food prices 
and cost of labor, the hospitals of Colorado 


Springs have been compelled to raise rates, 
effective June Ist. The president of the 
Hospital Council states that the increase 
will be approximately twenty per cent. 


Gaffney Hospital 
To Be Remodeled 


» » Remodeling of the Cherokee County 
Hospital, Gaffney, S. C., will be started 
scon, it was recently announced by Doc- 
tor R. C. Granberry, chairman of ‘the 
board in charge. The Duke Endowment 
gave the hospital $15,000 to help pay the 
cost of remodeling and securing new 
equipment. 


$565,000 for Hospital 
At White River Junction 


» » The Veterans’ Administration ad- 
vised Vermont’s Congressional delegation 
recently that President Roosevelt had ap- 
proved a $565,000 hospital project for 
White River Junction, Vermont. The 
President’s approval was given to adding 
$165,000 to the orginal estimate for the 
100-bed facility “because of rising costs,” 
the Congressmen announced. 


Projected Navy Medical Centre 


» » Consideration is being given at 
Washington to a project for construction 
of a great Naval Medical Centre in that 
city. According to a member of the House 
Naval Affairs Committee there is no ques- 
tion but that a new hospital will be built 
but it has not yet been decided whether a 
new site will be selected or the present 
used. 


Richard Green Estate 
Provides Negro Grant 


Between $350,000 and $400,000 will be 
made available to establish a free hos- 
pital for Negroes in Jackson, Miss., or 
for the building of wards for Negro 
patients in some hospital already estab- 
lished or to be established, is the opin- 
ion of executors in settlement of the 
estate of the late Richard Green, one of 
the foremost wholesale merchants and 
philanthropists of the state. 


Nurses’ Homecoming 


» » The Alumnae Association cf Ancker 
Hospital, St. Paul, Minn., arranged for a 
homecoming of all nurses graduated from 
that hospital. The event took place May 
18, 19 and 20. An outstanding feature of 
the celebration was the dedication of the 
Frances D. Campbell Memorial Library, 
established in memory of a former super- 
intendent of the training school. 
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New York Hospitals 
Form New Association 


» » Formation of the Greater New 
York Hospital Association was effected 
May 14th with the merger of the Hos- 
pital Conference of the City of New 
York and the Hospital Council of 
Brooklyn. Approximately one hundred 
voluntary hospitals are in the new or- 
ganization, whose constitution says that 
it “shall be the sole voice of the non- 
profit hospitals of New York City.” 

When the organization was completed, 
proposals were made to secure increased 
allowances from the city for indigent 
patients and ambulance service for non- 
profit hospitals. 

Other than the fact that city contribu- 
tions to voluntary hospitals for care 
of indigent patients are far below costs, 
the association also contended that mu- 
nicipal hospitals were crowded, forcing 
patients upon the non-profit institutions, 
and that it was cheaper for the city to 
pay other hospitals to take care of its 
needy. 

Following the meeting, Dr. S. S. 
Goldwater, New York commissioner of 
hospitals, said that possibly municipal 
hospitals will come into the new asso- 
ciation. He pointed out that although 
they were entirely supported by public 
funds the municipal hospitals had com- 
mon interests with the other non-profit 
hospitals and belonged to the old or- 
ganizations. 

Dr. Willis G. Nealley, superintendent 
of Brooklyn Hospital, was elected presi- 
dent of the new organization. Other 
officers elected were Dr. Claude W. 
Munger, director of St. Luke’s Hos- 
pital and president of the American 
Hospital Association, first vice presi- 
dent; Rev. Joseph F. Brophy, second 
vice president; William Seltzer, super- 
intendent of Bronx Hospital, secretary, 
and George F. Holmes, superintendent 
of Memorial Hospital, treasurer. 


Baltimore Adopts 

Group Hospitalization 

» » Baltimore, Maryland, has recently 
adopted the group hospitalization plan 
and has filed articles of incorporation 
for the Associated Hospital Service of 
Baltimore. 

The project will be under supervision 
of the State Insurance Commissioner, 
it is said, and will be introduced into 
any business establishment where ap- 
proximately twenty-five per cent of the 
employes desire it. Robert O. Bon- 
nell is the director of the organization. 


BEQUESTS 


@ Several charitable bequests among 
them a $200,000 endowment of a room at 
the Methodist Hospital, Philadelphia, Pa., 
are included in the will of Mrs. Sarah B. 
Field, filed in Philadelphia for probate. 
@ St. Joseph’s Hospital, Dodgeville, 
Wis., is to receive $30,000 under the will 
of the late Thomas Mahoney of Ridge- 
way, Wis. 
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@ The Boston Dispensary’s administra- 
tive committee has announced receipt of 
a gift of nearly $500,000 for the construc- 
tion and equipment of a 100-bed hospital, 
to be known as the Joseph H. Pratt 
Diagnostic Hospital. 

@ Ralph J. Jacobs, one of the oldest 
members of the Chamber of Commerce of 
the State of New York before his death 
on March 25th, bequeathed $16,500 to 
charitable institutions. The institutions 
and the amounts they are to receive are: 
Mount Sinai Hospital, New York, $7,500; 
Beth Israel Hospital, New York, $3,000; 
Montefiore Hospital, Bronx, $3,000; and 
the Hebrew Orphan Asylum, New York, 
$3,000. 

@ Under the will of the late Daniel 
Schnackenberg of New York, Lenox Hill 
Hospital becomes a substantial beneficiary. 
The Babies Hospital also receives $5,000 
and the New York Society for Ruptured 
and Crippled Children, $3,000. 

@ The late Julia Pierrpont has bequeathed 
$1,000 to the Brooklyn Eye and Ear Hos- 
pital. 

@ Utica Memorial Hospital, Utica, N. 
Y., has received $9,200 from the estate of 
Mrs. Anna Evans, to be used for endow- 
ment of a room in memory of her father, 
the late J. B. Wells. 


PERSONALS 


@ J. H. STEPHENSON, M.D., who 
resigned recently after serving as su- 
perintendent of the city-county hospital 
system of Dallas, Texas, for nine years, 
has been appointed superintendent of 
Houston’s new $2,000,000 Jefferson Davis 
Hospital. Miss Josephine Nichols, now 
superintendent of nurses at Parkland 
Hospital, is expected to go to Houston 
also to hold a similar position in the Jef- 
ferson Davis Hospital. 

@ CARL P. WRIGHT, JR., formerly 
assistant superintendent of the New Ha- 
ven General Hospital, has been appointed 
superintendent of the United Hospital at 
Port Chester, N. Y. Mr. Wright suc- 
ceeds Sydney J. Barnes, who recently 
resigned. 

@ ALFRED FRIEDLANDER, M. D., 
dean of the College of Medicine at the 
General Hospital, Cincinnati, Ohio, has 
been appointed superintendent of the 
hospital. Doctor Friedlander fills the po- 
sition held by the late Doctor H. H. 
Langdon. 

@ RUFUS COLE, M. D., director of 
the hospital department of the Rockefeller 
Institute for Medical Research, will retire 
on June 30. Doctor Thomas Milton Riv- 
ers, formerly associate in the hospital of 
the Rockefeller Institute, and a member of 
the board of scientific directors of the In- 
ternational Health Division of the Rocke- 
feller Foundation, will succeed Doctor 
Cole. 

@ J. P. BARKMAN, M. D., for the past 
four years head of the County Hospital 
at Menominee, Mich., has been appointed 
head of Berrien County’s new hospital at 
Berrien Springs, Mich., which was re- 
cently completed at a cost of $180,000. 
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@ JOSEPH G. NORBY, superintendent 
for fifteen years of Fairview: Hospital, 
Minneapolis, Minn., has resigned to be- 
come superintendent of the Columbia Hos- 
pital, Milwaukee, Wis. E. M. Hauge, for- 
merly superintendent of Lutheran Hospi- 
tal, Fort Dodge, Iowa, will succeed Doctor 
Norby. 

@ EDGAR M. DUNSTAN, M. D., has 
taken over the duties of superintendent of 
the City-County Hospital System, Dallas, 
Texas, following the resignation of Doc- 
tor J. R. Stephenson. 

@ MISS ETHEL ANDERSON, R. N., 
Rockford, Ill., has been appointed super- 
intendent of the new hospital under con- 
struction at Jefferson, Iowa. 

@ JOHN H. HAYES, superintendent 
of the Lenox Hill Hospital of New 
York, N. Y., has been appointed head 
of the Hospital Bureau of Standards 
and Supplies, suceeding Rev. George F. 
Clover, who resigned recently after 
serving as president of the bureau for 
twenty-seven years. 

@ PHILIP GOLDMAN, §superintend- 
ent of the Beth Israel Hospital, Passaic, 
N. J., for the past four years, has re- 
signed. 

@ THOMAS B. LOWERRE, superin- 
tendent of Flushing Hospital, Flushing, 
Long Island, N. Y., for the past twenty- 
four years, has resigned because of ill 
health. He is succeeded by William M. 
Paton, formerly purchasing agent of 
the institution. 

@ HARWOOD A. TAYLOR, M. D., 
has been appointed superintendent of the 
McKendree Emergency Hospital at Mc- 
Kendree, W. Va. He succeeds Doctor 
J. N. Reeves, who resigned on January 
Ist. 

@ E. E. CLOVIS, M. D,, has been ap- 
pointed superintendent of the Ohio Coun- 
ty Tuberculosis Sanatorium, Wheeling, 
West Virginia. He succeeds Doctor 
George Vieweg, who resigned after 
twelve years as superintendent of the 
sanatorium. 

@ A. D. KINCAID, Jr., has been ap- 
pointed administrator of the new sixty- 
bed Cabarrus County Hospital at Kan- 
napolis, N. C. 

@ SMITH C. KIRKEGAARD, M.D., 
has been elected president of the surgical 
and medical staff of the Coleman Hospi- 
tal, Estherville, Ia. Other officers chosen 
are: Doctor W. E. Bradley, vice chair- 
man, and Doctor T. L. Ward, secretary. 
@ J. RANDALL CATON was recently 
elected president of the board of trustees 
of the Alexandria Hospital, Alexandria, 
Va. Clarence J. Robinson was again re- 
elected secretary, Arthur Herbert re- 
elected treasurer, and Mrs. H. V. Read, 
assistant treasurer. 

@ ALFRED F. WAY, M. D., has been 
appointed superintendent of the Bronson 
Hospital, Kalamazoo, Michigan. He has 
been acting superintendent of the hospital 
since January 9th of this year. 

@ MISS HILDA DAHLMAN, superin- 
tendent of the Community Hospital, De- 
troit Lakes, Minn., has resigned that 
position. She will be succeded by Miss 
Sigrid Swanson of Los Angeles. 











of the Woman’s Hospital, New York, 
N. Y. Miss Rafuse succeeds Miss M. 
Cordelia Cowan, R. N., M. A., who has 
been appointed to the position of executive 
secretary and treasurer of the Nurse Ex- 
amining Board, Washington, D. C. 

@ GEORGE M. HENDEE has resigned 
as chairman of the board of governors of 
the Springfield unit of Shriners’ Hos- 
pital, Springfield, Mass. 

@ D. F. WARD, M. D., was elected pres- 
ident of the Finley Hospital medical staff, 
Dubuque, Iowa, at a recent annual meet- 
ing. He succeeds Dr. Henry G. Lang- 
worthy. 

@ AMELIA J. MASSOPUST, _for- 
merly director of social service at Belle- 
vue Hospital, New York, N. Y., has been 
appointed director general of social serv- 
ice for the Department of Hospitals. 
Florence Ritner succeeds Miss Massopust 
at Bellevue. 

@ CARL P. WRIGHT, former assistant 
superintendent of New Haven General 
Hospital, has assumed his duties as su- 
perintendent of United Hospital, Port 
Chester, New York. 

@ MISS ANNA S. HASBROUCK, 
R. N., has been appointed superintendent 
of the Orthopedic Hospital, Gaston, N. C. 
@ MISS INGA E. ERICKSON, for- 
merly superintendent of nurses at But- 
terworth Hospital, Grand Rapids, Michi- 
gan, has been appointed Advisory Su- 
pervisor of Public Health for the State 
of Wisconsin. 


DEATHS 


@ G. A. LEITNER, MLD., director of 
surgery at Nyack Hospital of Nyack, 
N. Y., and at Rockland State Hospital, 
Orangeburg, N. Y., died May 18th at 
Harkness Pavilion of the Columbia Pres- 
byterian Medical Center. He was 72 
years old. 

@ MISS ETHEL SWOPE, 32, assistant 
director of the Amercian Nurses’ Asso- 
ciation, died in Chicago after several 
months’ illness. She served overseas 
with the Red Cross during the World 
War. 

@ MISS ELIZABETH MUELLER, su- 
perintendent of the Good Samaritan Hos- 
pital, Cincinnati, Ohio, for the past sixteen 
years, died recently. 

@ MISS HENRIETTA GRANT, su- 
perintendent of the Frances Willard Hos- 
pital, Chicago, died recently after a long 
illness. 

@ H. H. LANGDON, M. D., superin- 
tendent of the General Hospital, Cincin- 
nati, died recently at Holmes Hospital, 
following an illness of two months. 

@ MISS CARRIE M. HALL, director 
of the School of Nursing at Peter Bent 
Brigham Hospital, Boston, since its found- 
ing twenty-five years ago, will retire 
July 1st. She will be succeeded by Miss 
Lucy Beale, a graduate of the school and 
present director of the School of Nursing 
of Syracuse Memorial Hospital, Syra- 
cuse, N. Y, 
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PROJECTS 


@ The Board of Administrators, Charity 
Hospital, New Orleans, La., has opened 
bids for construction of the main hospi- 
tal building of the $8,000,000 Charity Hos- 
pital project. 

@ The State Senate of Oklahoma has 
passed a bill appropriating $150,000 for 
the construction of a convict charity hos- 
pital in McAlester. 

@ The Crippled Children’s Hospital, 
Memphis, Tennessee, is having plans pre- 
pared for a new fireproof building on the 
site of the present building. Approximate 
cost is $65,000. 

@ One hundred rooms will be added to 
the University Hospital at Augusta, Ga. 
The proposed program includes a resi- 
dence for graduate nurses estimated at 
$50,000; residence for negro nurses, $30,- 
000; house medical staff quarters, $25,000; 
laboratory, $15,000; miscellaneous equip- 
ment and building, $75,000. 

@ The Good Neighbor Foundation an- 
nounces provisional plans for construction 
of a new hospital at Havana, Cuba, de- 
voted exclusively to the care of children 
suffering from infantile paralysis. It will 
be named the Roosevelt Hospital. 

@ An addition to the municipal hospital at 
Shawano, Wis., is to be erected at an 
estimated cost of $40,000. The addition 
is rendered necessary by the overcrowded 
condition of the present hospital. 

@ St. Mary’s Hospital,. Manhattan, Kan- 
sas, was formally opened on May 2nd. A 
reception was held, to which the general 
public was invited in order that they might 
see the many changes made by the Sisters 
of St. Joseph since they purchased the 
plant in December, 1936. 

@ A resolution favoring enactment of a 
bill for construction of a Veterans hos- 
pital in eastern South Dakota has been 
submitted to Congress by the Executive 
Committee of the State Planning Board. 
@ An architect has been selected and 
plans are being prepared for the new hos- 
pital unit to be constructed at the Rich- 
mond State hospital, Richmond, Ind. Plans 
are to be ready by July 1. 

@ Work on the construction of the new 
Providence hospital, Columbia, S. C., is 
expected to commence about the middle 
of June. The main building will be four 
stories high on the wings and five in the 
center. It will be modern in every re- 
spect. 

@ Moline City Hospital, Moline City, Ia., 
dedicated a new wing costing $250,000 on 
Monday, May 10th. The wing is four 
stories high, is air conditioned throughout 
and contains four operating rooms, two 
delivery rooms and beds for forty pa- 
tients. 

@ New construction at the Veterans Hos- 
pital, Knoxville, Ia., will increase the 
accommodation from 851 beds to 1,015. 
Patients will be brought from other in- 
stitutions in Iowa and the adjoining states. 
@ Contracts are to be awarded for erec- 
tion of 26 private rooms and an isola- 
tion section to the Queen’s Hospital, 
Honolulu. 


@ Low bids for construction of the third 
unit of the U. S. Narcotic Farm, Fort 
Worth, Texas, were received from James 
I. Barnes, Springfield, Mo. 

@ The Youngstown Building Trades 
Council and the Electrical Workers Local 
Union, Youngstown, Ohio, have each of- 
fered to furnish a room in the new addi- 
tion to the Mahoning County Tubercu- 
losis Hospital. 

@ The House public health committee of 
the legislature of Missouri has recom- 
mended for passage a senate bill to es- 
tablish a state cancer hospital for indi- 
gent, at Columbus, and to provide for can- 
cer clinics in other parts of the state. 

@ Work will start in the near future on 
the new hospital to be operated by the 
Sisters of Charity of St. Augustine, Cleve- 
land, Ohio. The hospital will be built on 
East Taylor street and will be known as 
Provident Hospital. 

@ Plans made by the University of Chi- 
cago for a new contagious hospital are 
contained in a bill for instructions filed re- 
cently by the Northern Trust Co. The 
building will adjoin the Billings Memorial 
Hospital. 

@ Knox County Commissioners, Indiana, 
after detailed inspection, have accepted 
from the contractors, the Tuberculosis 
hospital at Vincennes. It is planned to 
open the hospital on September 1. 

@ Erie County, Pa., has under construc- 
tion a new tuberculosis hospital which is 
expected to be ready for occupancy by 
October 15th. 

@ Contracts have been let for equipment 
of the new San Haven tuberculosis in- 
firmary at Bismarck, N. D., the total 
amount being $50,000.00. 

@ An appropriation of $10,983 for re- 
pairs to an unoccupied building to relieve 
overcrowded conditions at the J. N. 
Adam Memorial Hospital, Perrysburg, 
N. Y., was voted by the common council. 
Thirty-five additional patients will be pro- 
vided for when the building is repaired. 
@ Hand Hospital trustees in Shenandoah, 
Iowa, are acting to add more room at 
the hospital to relieve overcrowded con- 
ditions. 

@ Architects’ plans for construction ofa 
four-story, 125-bed medical unit for 
negroes were approved by a special hos- 
pital control committee of Winston Sa- 
lem, N. C. Bids are now being consid- 
ered for the building. 

@ Tampa, Fla., has acquired title to a 
five-acre tract of land where the proposed 
$87,089 Negro Hospital will be erected. 
The hospital will be a one-story building 
with a capacity of 60 beds. 

@ Contract has been let for remodeling 
the Nurses’ Home of the Good Samaritan 
Hospital, Portland, Ore., at a cost of 
$100,000. The remcdeling will virtually 
make the building a new one. 

@ Goode Construction Co. is building a 
$19,900 addition. to Good Samaritan Hos- 
pital, Charlotte, N. C. 

@ Plans are being considered for an ad- 
dition to the Hand Hospital, Shenandoah, 
Iowa. The project includes addition of 
fourteen beds, a soundproof delivery room 
and a soundproof nursery. A new ambu- 
lance entrance is also a part of the project. 
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throughout with “American” Sterilizers. 
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EFFECTIVE NURSES AND EFFECTIVE BEDSIDE NURSING 


SINCE EFFECTIVE NURSES can mean 
only one thing—efficient nurses with the re- 
sulting good bedside nursing—this discus- 
sion resolves itself into a matter of deciding how to 
acquire that type of nurse. 

The plan of the builder might well be followed— 
first select the right plot of ground for the building. 
The nursing profession must needs place more stress 
on the selection of applicants for the profession. Not 
only should the student understand what is necessary 
to be a nurse but the parents, the teachers, schools and 
the community as a whole should know what the pro- 
fession wants in its members. If each piece of material 
used in building must be examined carefully before 
becoming part of a finished structure how much more 
must students of nursing be carefully selected since 
their dealings will be with human lives, not brick and 
mortar. Effective nurses in 1940 will depend upon 
the selection of students in 1937. 

How shall we educate the public regarding the de- 
sirable type of young women for this profession ? 

High schools today are conducting vocational guid- 
ance programs—what better opportunity can be found 
than this? If nursing is not included on these pro- 
grams why should it not be suggested? However, the 
suggestion is hardly necessary since school principals 
are coming to the nursing schools themselves request- 
ing it. Why have we as nurses waited so long in giv- 
ing out real information regarding our profession? 
I think we must accept part of the blame for the lack 
of public interest in nursing. We have either been 
“too busy” in our own little world or “too uncon- 
cerned.” 

Another suggestion: Encourage parents to come 
and discuss nursing with the director when their daugh- 
ters evidence interest in it. Time spent by directors of 
schools in this manner is well spent because not only 
will the parents be more understanding of the profes- 
sion but also the directors will have an opportunity of 
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gaining some insight into the student’s home life 
a very valuable asset. 

What type of students are the nursing schools look- 
ing for? Let me give you a few of the outstanding 
qualifications that I feel are necessary: 

Genuine interest—not only in nursing but in people. 
Too many young people enter because they think they 
want to be a nurse or because their parents want them 
to be or because they are attracted by the uniform. 
Nursing at best is hard and unless it is prompted by 
genuine, sincere interest it is a waste of time and 
money for all concerned. 

Health—We should of course be able to assume that 
a young woman interested in nursing is physically 
healthy. However, those of you connected with train- 
ing schools realize that the best way is not to do any 
assuming on this question but to bring the applicants 
to the school and submit them to a rigid physical exam- 
ination before accepting them as students. After the 
student is in the school her health should be of major 
importance to those responsible for the school. Annual 
physical examinations should be a requirement and 
also the proper care between these examinations. If 
nurses are to be health teachers, then their own health 
should be the first consideration of the schools if good 
results are to be expected. 

Personality should be a major consideration in the 
selection of student nurses. By personality, I mean 
the ability to get along well with people or as Jacob 
Tarshish states it, “It is made up of these spiritual 
qualities which attract other people to you.” This 
quality in a person is important in any profession but 
indispensable in the nursing profession. 

Cultural Background should be considered. Some 
knowledge of the arts and sciences, an appreciation of 
the beautiful in nature, an understanding of the char- 
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acteristics of races and nationalities developed by read- 
ing and possibly also by travel. The broader the expe- 
rience and the more knowledge of life possessed by the 
student the greater will be her understanding of the 
problems which she must meet. 

Maturity, not necessarily of age, but that maturity 
which enables a student to think clearly and act quickly. 
Perhaps in no other profession is the young student 
called upon to take such responsibility. In evaluating 
efficiency records, head nurses invariably make the 
statement that students with broader experience grasp 
new situations more readily and are better able to meet 
and solve the problems which arise on the wards of 
the hospital. 

Education—students considered should be high school 
graduates and selection made from the upper third or 
upper quadrant. They should have the usual prep- 
aration for matriculation in a professional school. Sub- 
jects to be advised in the high school course are: 


1. English, literature and composition. 

2. Mathematics, usually algebra, geometry and busi- 
ness arithmetic. 

3. Sciences—biology, chemistry, physics—are rec- 

ommended rather than a general science. 

History and civics. 

Language—two years of one. 

Additional credits in the social sciences might be 

recommended as electives. 


Dn 


Of course, the exact number of credits in the differ- 
ent subjects would depend upon the requirements of 
the school the student proposes to enter—those for the 
collegiate schools would be higher than those for the 
hospital school. The broader the student’s academic 
background the better is her four.dation for nursing. 

Given these pre-requisites, namely: genuine interest, 
health, a pleasing personality, cultural background, ma- 
turity, and an adequate academic background together 
with a healthy philosophy, the moulding of each stu- 
dent becomes the duty of every member of the hos- 
pital and teaching staff. Therefore, the selection of 
the teaching and hospital staff is just as important as 
the selection of the student. 

The entire faculty, of course, needs adequate prep- 
aration for its work. They must be in sympathy with 
the teaching program and have the interest of the pa- 
tient and the student at heart. 





Instructors, adequately trained, with unlimited pa- 
tience and tolerance and with experience in handling 
young women are needed to start these students on the 
road to being “good nurses.”’ However, the classroom 
instructors have the students only a short time in com- 
parison with head nurses and here I would like to stress 
the importance of the head nurse. 

In a recent article, Sister M. Domitilla stated clearly 
this important position when she said: “The head nurse 
is really the key person in the institution. Unless she 
is in sympathy with the training program it is impos- 
sible for it to succeed. She is the person who controls 
the education of the student eight hours a day. She 
is the person responsible for developing in the student 
an appreciation of all that is fine in nursing. If the 
head nurse is a fine woman and a good teacher the 
student will learn much. She must be an ideal nurse 
(Continued on page 41) 
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PROFESSIONAL SERVICE STANDARDS FROM THE 
STANDPOINT OF THE NURSING STAFF 


» » » THE FOUR FUNCTIONS of the hospital 
as set forth by Hospital Organization and 
Management are: (1) The care of the 

sick and injured; (2) Education of the physician, 

nurse and other personnel; (3) Prevention of disease 
and promotion of health, and (4) Advancement of 
research in scientific medicine. 

To fulfil! this fourfold obligation there is a need for 
four concurrent structures or states, namely, organiza- 
tion, departmentalization, coordination and cooperation. 
In accordance with the subject of this paper shall I add 
a fifth—standardization ? 

It goes without saying that the hospital wishing to 
give efficient service must have a well defined plan of 
organization under the control of a governing body, 
whether this be a board of directors, a board of trus- 
tees, or some other body with appropriate designation. 

In addition to the governing body each hospital, in 
order to function properly, must have coordinating, 
cooperating groups from the administrator and chief of 
staff down through the ranks of chiefs of departments, 
director of nursing, assistants, supervisors, head nurses 
and graduate and student nursing staff. 

In all key positions whether it be from the medical 
or nursing staff should be placed those who have been 
educated and trained for the specific work for which 
they are responsible, be it surgical, medical, obstetric 
or pediatric supervision, as well as in the adjunct de- 
partments of the hospital. 

It is likewise imperative for smooth running that all 
members of the professional personnel have a clear 
conception of not only the policies and problems of 
their own department but also the policies and prob- 
lems of the organization as a whole, and are reasonably 
willing to submerge individual differences for the har- 
monious benefit of all concerned. It has been said that 
any business properly organized and harmonized event- 
ually runs of its own momentum and when this status 
has been reached the absence of the service boy is a 
far greater disaster than the absence of the president 
of the concern. True this cannot be unreservedly said 
of hospitals since the daily life and death issues in- 
volved necessitate very often the individual attention 
of the one in command, but if each department is func- 
tioning properly and in close sympathetic understanding 
with every other department then will the administrator 
be relieved of countless anxieties and worries. 

According to the American Hospital Association 
(1924) the duties and responsibilities of the governing 
board are: 

To determine the policies of the institution with 
relation to community needs; 

To see that proper professional standards are 
maintained in the care of the sick; 

To coordinate the professional interests of the hos- 
pital with the administrative, financial and commu- 
nity needs; 

To direct the administrative personnel of the hos- 


Presented at the Tristate Hospital Assembly, Chicago, May 5, 
6 and 7, 1937. 
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pital in order to carry out the above policies, and 

To provide adequate financing both as to securing 
a sufficient income and as to enforcing business-like 
control of expenditure. 

As outlined above, the second duty of the governing 
board, “to see that proper professional standards are 
maintained in the care of the sick,” is obviously the 
subject under consideration, although the third, “To 
coordinate the professional interests with the admin- 
istrative, etc.,’ must, of necessity enter into the dis- 
cussion. 

The first standardization that is of vital importance 
is the standardization of basic scientific principles 
rather than of techniques. If the reason why a thing 
should be done is strongly inculcated, the manner of 
accomplishing it will cease to be of paramount impor- 
tance; e.g., the basic scientific principle underlying 
surgical control, whether in the operating room or on 
the wards, is the intelligent application of asepsis, from 
the bacteriological standpoint and with this thoroughly 
taught and practiced, the technical procedure may vary 
according to individuals and equipment. 

The same may be said of medical asepsis, the tech- 
nique of which differs little from similar technique 
carried out in the care of surgical cases. The principal 
difference is that in surgical cases every effort is made 
to prevent any infections from being carried to the 
patient, while in contagious diseases similar efforts 
are exercised to prevent the carrying of any infection 
from the patient. In this connection Dr. Archibald 
Hoyne says, “When medical asepsis is taught and car- 
ried out as rigidly as surgical asepsis is at present, 
general hospitals will have no hesitancy in accepting 
and treating many of the contagious diseases which 
are now being cared for in the municipal hospitals. 
Under proper scientific control and a thorough knowl- 
edge, on the part of the entire personnel of the hos- 
pital, of the basic principles underlying medical aseptic 
technique, there is no greater danger of transfer of 
infection from a case of meningitis or poliomyelitis to 
a non-contagious patient than there is of the transfer 
of a surgically infected Wound to the case across the 
hall.” 

The above does not, however, relieve the governing 
board and administrator of their responsibility in re- 
gard to routine procedures which make for efficiency 
in service as well as economy in time. Among the 
specific professional services which might be standard- 
ized with a view to increasing nursing values the fol- 
lowing come to mind: 

1. A short standardized course in orientation, 
techniques and procedures in use in any given hos- 
pital, for each incoming group of internes; this 
course to be organized by the chief of staff, chiefs 
of departments, and the interns committee, in col- 
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laboration with the administrator of the hospital. 

This same group will also designate and appoint 

the teaching staff for this important work. To sup- 

plement this course and for ready reference a book- 
let containing main points should be in the hands of 
each interne. 

2. Standardization, by the medical staff, of drugs 
in common use, which have almost identical medicinal 
value, thereby creating an enormous economy of time 
in the preparation and dispensing of these medica- 
tions as well as a great financial economy for the 
patient. 

3. Standardization, by the medical staff, of pre- 
operative and post-operative medications, and gen- 
eral management of the patient which would greatly 
minimize the nursing load and permit of far greater 
detailed care and service. 

4. The nursing procedures have been more or 
less standardized over quite a long period and the 
alert nursing staff is ever on the watch for new de- 
velopments which may prove beneficial, but there is 
one point which does not seem to have been suffi- 
ciently stressed and that is the bringing before the 
medical staff just what these procedures are and why 
they are changed from time to time. It would seem 
that an occasional opportunity at the clinical staff 
meetings to present nursing procedures for staff dis- 
cussion might bring about better coordination and 
cooperation, thereby creating and establishing the 
same type of service for each doctor in the hospital, 
from both the graduate and student nurse personnel. 

5. Genera! standardization and well-defined line 
of demarcation as to the duties of internes—versus 
nurses, e.g., in the giving of insulin and the admin- 
istration of hypodermoclysis. Some medical staffs 
insist on the interne being responsible for both; 
others that internes give insulin and nurses hypo- 
dermoclysis, while still others simply reverse this last 
condition. Is the administration of these important 
daily procedures in the realm of medicine or nurs- 
ing? 

So much has been said and written of standardiza- 
tion of medical records, of laboratory and X-ray tech- 
niques and costs, of anesthesia, dietetics and other ad- 
junct departments of the hospital, that it would seem 
useless to repeat except to emphasize again the need of 
standardized principles underlying all of these impor- 
tant activities. 

In conclusion, may I sound a note of warning by 
saying that too much standardization, like too much 
self-satisfaction, can easily become the destruction of 
all real progress, by destroying originality and initia- 
tive. The objectives or principles, scientific, ethical and 
spiritual, motivating the care of the sick will ever be 
the true criteria of the status of the hospital. 


Nursing Department Cover 


» » The photograph on the frontispiece of the Nurs- 
ing Service Department is published through the cour- 
tesy of the Eitel Hospital, Minneapolis, Minn. Shown 
is Nurse Esther Ransom of the Eitel Hospital demon- 
strating the use of a “radio knife” to a group of stu- 
dent nurses. 
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and as such will teach more by her example than most 
of us realize. She must have a love of teaching and 
the ability to teach. By ability to teach, I do not mean 
simply skill in conducting classes but the capacity for 
inspiring students with a genuine love for nursing.” 

With the proper selection of the students and the 
staff, supervision then becomes a very important fac- 
tor. 

In the Manual of the Essentials of Good Hospital 
Nursing Service, we read: “It is essential that proper 
supervision be provided in order to guarantee good 
nursing care to the patient, and to promote the pro- 
fessional growth of the worker. Basic to a super- 
vision program is an administrative group who are 
prepared to carry out the function of supervision and 
who possess ability to stimulate growth in their work- 
ers. This knowledge should include the care of the 
patient as a whole—mental, physical and social. 

“A fundamental factor in promoting good super- 
vision is the establishment of conditions which make 
such supervision possible. These conditions will in- 
clude: 

“1. A realization of the importance of a supervision 
program, and a sympathetic desire for it on the part 
of the administration and the other workers in the 
institution. 

“2. A well-organized program of supervision. 

“3. Cooperation on the part of every worker who 
is concerned in the carrying out of the program. 

“4, An adequate supervisory staff. 

“5. Enough workers to carry the bedside nursing 
load. 

“6. Proper delegation of responsibilities with the 
authority which should accompany it. 

“Good supervision should result in: 

“1. Satisfying care to the patients—both mental and 
physical. 

“2. Creating initiative and improving the skill of 
the workers. 

“3. Maintaining a staff which finds satisfaction and 
happiness in its work. 

“4. A reduction in the turnover of the personnel 
(this is extremely important in the effective operation 
of any organization).” 

There are several other points which need stressing 
if a satisfied staff is to be maintained, namely, hours 
of work, vacations, and salaries. 

Also in the Manual of the Essentials of Good Hos- 
pital Nursing Service, are these thoughts: “While it 
is realized that hospital costs and hours of work are 
closely associated, the principles that are of funda- 
mental importance in establishing hours of duty for 
nurses are first, the welfare of the patient, and second 
the effect of long hours upon the health of the nurse. 

“Tt has been shown in studies made in business and 
industry that fatigue affects skill very seriously, ‘that it 
breaks down efficient habits and allows a return to less 
effective methods.’ A corollary to this statement is 
that the number of hours a nurse is on duty and the 

(Continued on page 57) 
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THE GRADUATE STAFF NURSE — HER QUALIFICATIONS 
AND TERMS OF EMPLOYMENT 


» » » LET US TRACE BRIEFLY the evolution 
of the graduate staff nursing service in the 
hospital of today. Graduate staff nursing 

is not a new type of hospital service, but its growth 
and recognition in the last decade has been dynamic. 
It is generally agreed that any dynamic growth is in 
danger of being mushroom in character. The usual 
meaning associated with mushroom growth is that it 
is an unsubstantial, questionable type of growth. It 
is not our desire to imply that we consider graduate 
nurse service in the hospital as unsubstantial or ques- 
tionable in any respect, but we do wish to compare 
similar characteristics of its growth with the definition 
of mushroom growth in order to emphasize some of 
the problems which are necessary for us to meet in 
furthering the development of this type of nursing 
service. The definition of mushroom growth as taken 
from Funk and Wagnalls reads: “A large, rapidly 
growing fungus . consisting of an erect stalk and 
a cap-like expansion.” The erect stalk of the mush- 
room, small in proportion to the cap, might easily 
represent the limited use of the graduate staff nurse 
service in hospitals ten years ago. Everyone is fa- 
miliar with the rapid changes in recent years that 
have resulted in the increase in the general use of 
this type of nursing service until it has become a cap- 
like expansion in comparison with its use in former 
years. 

Recognition of the value of graduate nurse service 
in the hospital has always existed. Our early experi- 
ments with group nursing and its various modifica- 
tions were attempts to give hospital patients a finished 
type of nursing service without requiring them to 
assume the expense of individual private nurses. 

“Nurses, Patients, and Pocketbooks,” the famed rev- 
elation of 1928, dealt frankly with the inadequacies 
of bedside nursing in our hospitals. 

Consider the status of general duty nursing at that 
time. The newer terminology, staff nurse, was not then 
in accepted use. Briefly, let us refresh your memory 
by a few headlines from “Nurses, Patients, and Pock- 
etbooks.”” Chapter twenty-six discusses “The Hos- 
pital and the Graduate Nurse.” “Nursing schools 
were developed to take care of the sick in hospitals 
. . . Hospitals began using students, not in preference 
to graduate nurses, but in preference to attendants 
. . . Now that graduate nurses are available, hospitals 
are going to ask, ‘Why should we change? We know 
students to be efficient. We are unaccustomed to 
graduate nursing staffs, and we hesitate about chang- 
ing’ . . . Superintendents of nurses would probably 

. agree with hospital administrators . that high 
grade hospitals are being run with student service.’’* 

The next headline in the chapter is: “What Do 
Superintendents of Nurses Think About General Duty 





*“Nurses, Patients, and Pocketbooks,” May Ayres Burgess, 
Director Committee on the Grading of Nursing Schools, 1928. 
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Nurses?” followed by “What Do Graduate Nurses 
Think About Floor Duty?” Let us quote from this 
last section: “Nurses who have tried general floor 
duty are, for the most part, unenthusiastic about it. 
They feel that they have lowered their professional 
status by accepting such work, and this feeling is rather 
generally shared by their fellow-workers.” In the 
same chapter we find another headline, “Why Are 
Some Superintendents Eager to Try Graduate Staffs?” 
—an indication of a change in point of view. 

However, the depression probably was the greatest 
factor which so rapidly precipitated the drastic change 
in general thought and practice in the use of grad- 
uate nurses for bedside nursing. Today we find gen- 
eral staff nurses accepted as essential to the nursing 
department and the hospital staff, varying in percent- 
age of use, of course, but with definite recognition. 

In meeting this changing situation all phases of 
development have not been balanced or satisfactory. 
It has not been possible to protect the best interests 
of all groups concerned with this growth. Many 
changes from student to graduate nurse service have 
been on an emergency basis. Hospitals took on large 
numbers of general staff nurses during the depres- 
sion when funds were low, lower than ever before, 
and when nurses were out of work. All kinds of 
terms of employment were arranged. Many nurses 
were accepted for positions because of prevailing cir- 
cumstances and not because of definite qualities which 
contributed to this type of service. 

On the other hand, much constructive effort was 
rapidly effected to assist in absorbing this new type 
of service. Educational programs were undertaken 
to give nurses better preparation for hospital work. 
Existing post-graduate clinical courses were flooded, 
and new courses were established. 

Experiments with entire graduate nursing services, 
such as the one at the University of Chicago instigated 
by Miss Anna D. Wolf and later continued by her 
able successor, Miss Mary Bogardus, have been highly 
responsible for pointing the way for the necessarily 
rapid assimilation of graduate staff nurses. This 
nursing service, established in 1927, was well under 
way before the depression arrived. 

The standards considered at that time for the grad- 
uate staff nurses will serve for our discussion today. 
In general they were as follows: selection of nurses 
on the basis of high personal, educational, and pro- 
fessional qualifications ; excellent standards for terms 
of employment; that is, yearly salaries that would 
compare favorably with the successful private duty 
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nurse’s yearly earnings; a six-day week with hours 
of duty made out a week in advance, to be changed, 
of course, to meet emergencies; consideration for the 
nurse’s choice of service, preference and balance as 
to assignment to day, relief, and night duty; adequate 
vacation with pay: a staff educational program empha- 
sized to a degree comparable to the educational atmos- 
phere usually coincident with the undergraduate school 
of nursing in order to promote a healthy atmosphere 
of self-improvement in service. 


Further, this organization had the added advantage, 
through necessity, of requiring its nurses to live out- 
side of the hospital grounds and free from hospital 
supervision. This is a highly desirable arrangement, 
in most instances, where hospitals are located in sat- 
isfactory residential districts. 

Other helpful educational sources available through- 
out this transitional period were the frequent discus- 
sions, studies, and articles published on this type of 
service. For example: 

“Study on the Use of the Graduate Nurse for Bed- 
side Care in the Hospital,” Department of Studies, 
National League of Nursing Education. 


“Nursing Costs, Nursing Service, and Nursing 


Care,” Blanche Pfefferkorn, R.N. 

“Manual of the Essentials of Good Hospital Nursing 
Service,’ prepared by the American Hospital Asso- 
ciation and the National League of Nursing Education. 


Perhaps the two discussions at the recent biennial 
convention most nearly indicate the current problems 
connected with the subject of the graduate staff nurse: 

“Selection of General Staff Nurses,’ by Katherine 
J. Densford, R.N., of Minnesota. 

“Securing and Keeping Satisfactory Graduate Staff 
Nurses,” by Sister John of the Cross, R.N., of Cali- 
fornia. 

These two subjects somewhat parallel our discus- 
sion of qualifications and terms of employment for 
graduate staff nurses. The satisfactory qualifications of 
graduate staff nurses might best be briefly arrived at 
by analyzing what is required of the staff nurse. 


The staff nurse gives direct nursing care to our 
hospital patients. This function should exemplify the 
essence of our profession. There is nothing desirable 
in good nursing qualities that is not highly essential 
in this function, direct nursing service to patients. 
Therefore, this personality, the staff nurse, must 
possess the highest cf nursing qualities. You are all 
familiar with accepted standards for educational back- 
ground: culture, health, personal fitness, maturity 
of judgment, and adequate professional preparation. 
It is certain that little can be added that has not al- 
ready been said by others as to the desirable qualities 
necessary for the adequate nurse. These qualities may 
be summed up and stressed by the well-worn term, 
adaptability. The nurse who can successfully adapt 
herself to the greatest number of situations required 
of her, in both every day life and in nursing, is the 
nurse possessing the highest and most essential quali- 
ties for success in nursing. We may be reading a 
larger meaning into the word adaptability than you 
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will find in a standard dictionary, but successful adap- 
tation cannot be achieved without intelligence, inter- 
est, satisfaction, happiness, and progress, both for 
those who are being served and for those who are 
serving. 

The second point to be discussed, terms of employ- 
ment of the graduate nurse, might be interpreted to 
include provision for health, security, independence, 
personal development, and happiness. 


The above represents what most of us strive for 
in life and as life must be sustained—we must inter- 
pret these necessities to‘ include such essentials as 
adequate salary, a sense of belonging and a future. 
Salaries have suffered more, no doubt, than any other 
angle of the mushroom growth of graduate nurse 
service, and low salaries have done much to produce 
the condition inferred by the title of Sister John’s 
paper, “Securing and Keeping Satisfactory Graduate 
Staff Nurses.” 

Some of the competitors of graduate staff nursing 
are marriage, private duty nursing, public health staff 
nursing, and new fields opening up to nurses, such 
as positions as air line hostesses. Conditions for pri- 
vate duty nursing are improving and many nurses 
popular in this field have ample work. The stabiliza- 
tion of the eight-hour day for private duty nurses 
has, no doubt, increased employment and interest in 
that field. 


But the writer feels that the most important factor 
in competition is that nurses who are best suited and 
most successful in the fields mentioned above are also 
best suited for general staff nursing in our hospitals. 
Or, better, the competition is in quality perhaps more 
than quantity. 

Independence of the nurse as an individual is also 
an essential consideration. The nurses’ home may 
be a problem in this respect. The graduate nurses 
in residence on the hospital grounds should enjoy the 
type of freedom enjoyed in a woman’s club, or any 
other woman’s residence housing business or profes- 
sional women. Experience has taught us that this 
is not unlimited freedom with no restrictions. Con- 
sideration for the standards of the club, or of the 
nurses’ home, is necessary as well as consideration 
for the other occupants of the club or nurses’ home. 
The young graduate nurse who considers independence 
as unlimited freedom can often be made to see her 
responsibility for supporting the standards of the 
high type institution with which she is connected 
when it is pointed out to her that she is enjoying the 
protection of the good name of that institution. 

Nurses’ homes, housing both students and grad- 
uates, may create a problem, but it is well worth 
minimizing restrictions and treating the two groups 
separately. Graduate nurses should not be asked to con- 
form to supervision which may be necessary for young 
students. 

Fortunately, at the present time we find ourselves 
with the graduate staff nurse definitely established 
in our hospital program. So it is with real zest that 
we champion her cause, jointly from the standpoint 
of the hospital, the patient, and herself. 
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FOOD SERVICE IN THE HOSPITAL 


» » » FOOD, what a small word with such an 
important meaning. Food, the source of 
energy, heat, repairs and material for growth 

in this human engine of ours. Yet, what a seemingly 

insignificant item the food department and kitchen 
mean to many people who are so absorbed in their 
own profession that they never realize the details 
involved in purchasing, planning and preparing meals. 
As long as they have their three square meals a day, 
they are satisfied but, should the bread be omitted 
from their tray, they immediately complain. In order 
to overcome such problems and satisfy the individual, 
the food department must be so well organized that 
the meals will be served as accurately and temptingly 
as possible. For the most part, the reputation of an 
institution or hospital is centered around the food 
served: Are the guests satisfied? In the hospital 
our guests are patients, who have poor appetites and 
peculiar fancies. These must be catered and, in order 
to do this, the food service and staff must be efficient. 

Thus, unimportant as the diet department may seem, 

it plays a big role in hospital management and needs 

worthy consideration. Whether the hospital is large 
or small, the details in planning and managing an 
efficient service are numerous. 

In order to discuss food service in a hospital we 
must first consider the possible types of service. Gen- 
erally speaking, there are two, namely: the floor diet 
kitchen service, in which the food is sent in bulk to 
each unit and the trays served from there, and the 
central service systems where the trays are served 
completely from the main kitchen and distributed to 
the patients immediately. Some hospitals may use 
a combination of these two. Central service can be 
efficient only in the upright type of hospital. Since 
this system is in use in St. Michael’s Hospital, we 
shall use this institution as an example in our food 
service discussion. 

First of all, we must have a general idea of the 
plan of the department. The kitchen is situated on 


Presented at the Sectional Meeting of the American College 
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the ground floor of the north wing of the building. 
It is large and very bright with windows extending 
the length of the room on east and west sides. In 
the northwest corner is the pastry room where the 
desserts, cakes and fancy breads are made. The 
store room for non-perishable supplies is in the north- 
east corner. Between these two rooms are the re- 
frigerators, one for milk and butter, one for meat and 
eggs and the third for fruit and vegetables. Directly 
south of the pastry room is the dish washing depart- 
ment, with its electric dish washer, china and silver 
cupboards and silverware drawers. In the main part 
of the kitchens are the gas stove, coffee urns, steamer, 
steam-jacket, soup kettle and vegetable sink. A large 
work table with chef’s rack overhead extends in front 
of the stove separating it from the steam table. The 
steam table has eight wells for vegetables and soup, 
three smaller ones for gravy and three trays for meat, 
toast plates and so forth. Underneath is a steam 
heated cupboard for plate covers and soup bowls. 
A serving table, L shaped, adjoins the steam table 
with cupboard space for pots and pans, cooler for 
cream, butter, milk, refrigerator for salads and des- 
serts and a heated cupboard for the coffee, tea and 
cocoa pots. A hot water urn stands at the extreme 
end and is used for tea. 

A small diet kitchen, used for the night, adjoins 
the main kitchen. Across the corridor from these 
kitchens are the Sisters’, nurses’, maids’, guests’ and 
visitors’ dining rooms. Any hospital visitor may 
pay for his meal and eat in the dining room. The 
food for the dining room is all served from the main 
kitchen. 

On each floor, there is a small diet kitchen, sit- 
uated directly above the night kitchen, and equipped 

(Continued on page 50) 
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WHAT TO DO WITH SURPLUS EGG WHITES 


Technician de Cuisine, St. Margaret’s Hospital, Hammond, Ind. 


» » ® WHAT TO DO with 
egg whites which accu- 
mulate during the course 

of cooking and baking is a prob- 

lem which often confronts the hos- 
pital chef. To economically use 
this surplus of egg whites, Hos- 

PITAL MANAGEMENT presents this 

month a group of tested recipes 

for cakes, frosting, cookies and 
pies. 


Angel Food Layer Cake 


Beat 2 lbs. 3 oz. egg whites to proper 
consistency. (Care must be taken not to 
overbeat ) 

Add the following ingredients and beat 
for one-half minute : 

14 oz. sugar 

14 oz. cream of tartar 

% oz. salt 

4 ozs. cornstarch 

1 oz. flavor to please 
Add and fold in: 

13 oz. sugar 

12 oz. cake flour 

Cornstarch may be added with the 
flour. For best results, have egg whites 
above 65° F. Bake the cake in a deep 
type layer cake pan, 1% or 2 inches 
deep. (Scale 8 to 10 ounces for a 7- 
inch pan.) Bake on double pans or on 
a sheet pan at an oven temperature of 
about 375° F. When the cake is done 
turn upside down on the edge of sheet 
pans. Do not lay the cake flat as too 
much condensation forms on the cake. 
Cool cakes before removing from pans. 
Slice in two, and fill with a fruit, jam 
or other type of filling. Ice with boiled 
fluffy frosting. 


Snow Cake 


Cream until light: 
2 Ibs. 3 oz. flour, and 
2 lbs. butter or substitute 
Beat 6 lbs. 2 oz. egg whites until firm. 
Add the following ingredients to the 
beaten whites and continue beating until 
the sugar is mixed in (about one min- 


ute). 
6 lbs. 9 oz. sugar 
4 oz. cream of tartar 


1 oz. salt 
4 0z. almond extract 
1 oz. vanilla 
Add the above to the creamed mixture 
and mix until smooth. Add milk alter- 
nately with the flour, which has been 
previously blended and sifted with the 
baking powder. 
4 Ibs. 2 oz. flour 
4 oz. baking powder 
2 lbs. milk (variable) 
Mix until smooth. This batter may be 
used for layers, sheets and loaves. Bake 
at the usual cake temperature. 
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Silver Nut Cake 


Cream together : 

1 lb. 8 oz. sugar 

5 oz. flour 

1 Ib. 3 oz. shortening (part butter) 
Beat 2 lbs. 4 oz. egg whites until firm 


Add the following ingredients slowly 


and beat in from one-half to one min- 
ute: 
2 lbs. sugar 
\%4 oz. cream of tartar 
1 oz. salt 
Add the above to the creamed mix- 
ture and mix until smooth. Blend the fol- 
lowing, and add alternately with the milk : 
3 Ibs. 8 oz. flour 
4 oz. cornstarch 
2 oz. baking powder 
3 Ibs. milk 
Mix until smooth and add four pounds 
of chopped nuts. This mixture may be 
used for plain loaf or box cakes. 


White Pound Cake 


Cream together : 
4 Ibs. 4 oz. sugar 
3 Ibs. butter or substitute 
1 lb. and 3 oz. bread flour (scant) 
Cream the following and add slowly: 
4 lbs. egg whites 
4 oz. salt (approx. ) 
1 oz. flavor to please 
4 oz. glycerine 
Sift the following ingredients and add 
to the above mixture: 
3 lbs. 4 oz. cake flour 
4 oz. baking powder 
Add 8 oz. milk 
Bake in paper liners in wood-lined 
box cake pans. For fruit pound cake, 
one-half of the total amount of flour 
should be bread flour. About 6% pounds 
of fruit may be used; this fruit should 
be dusted with bread flour. Bake at 
about 350° F. 


Boiled Fluffy Frosting 


Mix together and boil to 238° F. or 
22°F; 

5 lbs. 9 oz. sugar (cane) 
10 oz. glucose 
1/6 oz. cream of tartar 

2 Ibs. water. 

Brush sides of pan with a wet brush 
occasionally to make sure that all of the 
grains of sugar are thoroughly dissolved. 

While the sugar mixture is boiling, 
beat the following ingredients until stiff : 

2 Ibs. 4 oz. egg whites 

1 lb. standardized invert sugar 
1/16 oz. salt 

Flavor to taste 

Time the beating of the eggs so that 
they will be beaten by the time the boiled 
sugar has come to the desired tempera- 
ture. Pour the boiled sugar syrup 
slowly into the beaten egg whites and 


continue beating until the desired con- 
sistency has been reached. The dryness 
or stiffness of the frosting can be con- 
trolled by varying the boiling tempera- 
ture; 242° F. is a good average tem- 
perature. The sugar in the boiled part 
of the mixture can be varied from 4 
to 6 pounds depending on the sweet- 
ness desired. The Invert sugar may be 
replaced by granulated sugar in the beat- 
en mixture. If this is done the cream 
of tartar> should be increased to % oz. 
This frosting is best used while still 
warm. 

A variety of icings can be made from 
this base by adding fruit or chopped 
nuts. A light, fluffy chocolate frosting 
can be made by adding melted chocolate 
while the mixture is hot. 


Fluffy Butter Cream 


Cream 2 pounds butter or substitute 
((or mixture of both) until light. 
After thoroughly cool, mix with 2 
Ibs. and 3 ozs. of boiled fluffy frosting. 
For Chocolate butter cream add 3 ozs. 
of cocoa syrup. 


Butter Cream Frosting 


Beat until light: 
4 lbs. 4 oz. icing sugar, and 
13 oz. egg whites 
Cream 2 Ibs. 4 oz. butter or substitute 
(or mixture of both) and add to the 
above. 
Add ™% oz. vanilla. 


Do not overmix (about % minute is 
sufficient). For Chocolate Butter Cream 
add melted chocolate to suit. If butter 
is used for shortening, sweet butter is 
best. 


Cocoanut Macaroons 


9 Ibs. sugar 

6 lbs. 2 oz. macaroon cocoanut 

1 Ib. bread flour 

1 oz. salt 

4 Ibs. egg whites 

1 oz. flavor 

Mix the above ingredients. Heat in 

a water bath to about 110° F. Lay out 
with a bag and plain tube. Flatten head 
on macaroon with damp cloth and bake. 
Oven temperature should be from 250° 
to 325° F. This mixture can be used 
for chocolate macaroons by adding melt- 
ed chocolate. 


Cocoanut Macaroons 


(Cooked Process) 
Bring to boil the following ingredi- 
ents: 

9 lbs. 2 oz. sugar 

1 Ib. 14 oz. glucose 

2 Ibs. 4 oz. water 

12 oz. white untoasted corn flakes 
Add to the above while it is hot: 

13 oz. invert sugar 

6 lbs. 8 oz. macaroon cocoanut 
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Allow to cool. Then add: 
2 lbs. egg whites 
4 oz. ammonia (baking) 
Y% oz. baking powder 
\ oz. salt 
Y% oz. almond flavor 
2 oz. vanilla 
4 oz. flour 
This mixture can be run cool on ma- 
chine or divided off into pieces and 
shaped into balls and flattened down with 
a damp cloth to the desired thickness. 


Egg White Meringue No. 1 


Beat the following ingredients until 
firm: 
2 lbs. 1 oz. egg whites 
1 lb. sugar 
Y% oz. cream of tartar 
Add slowly: 
2 Ibs. 8 oz. sugar 
pinch of salt 
Flavor to taste 
The above produces a meringue with 
a firm body, suitable for filling cream 
horns, topping cream pies and _ incor- 
porating with fillings for pies such as 
lemon chiffon and pineapple snow. If a 
lighter type of meringue is desired, re- 
duce the sugar in the egg mixture. 


Egg White Meringue, No. 2 


Bring 1 lb. 8 oz. water to boil in 
double boiler or steam kettle. 
Mix 8 oz. water and 5 oz. cornstarch 





together. Add to the boiling water. 
Stir until smooth and thick. 

Beat the following ingredients until 
stiff : 

2 lbs. 2 oz. egg whites 
1 lb. 1 oz. sugar 

1%Z oz. cream of tartar 
Salt and flavor to taste. 

Add 2 Ibs. sugar and beat in for about 
1 minute. 

Fold the boiled starch into the egg 
white mixture, and mix until smooth. 
The meringue is then ready to be used. 
After pies are covered with the me- 
ringue, icing sugar should be sprinkled 
on top. The pies are then placed in the 
oven and baked from 10 to 15 minutes 
at a temperature around 315° F. 


Lemon Souffle or Lemon Snow 


Bring to boil: 
2 lbs. 8 oz. water 
1 Ib. 8 oz. sugar 
juice of 10 lemons 
Mix the following and add to the boil- 
ing mixture, stirring until smooth and 
thick : 
13 oz. cornstarch 
1 lb. water 
Add 3 Ibs. of Meringue No. 1 to 
the above filling while it is hot. Fill 
liberal amount into baked pie shells, dust 
with powdered sugar and bake at an 
oven temperature of 375° F. for ap- 
proximately 15 minutes. . This filling 
may also be used for tarts. 








Lemon Chiffon Pie 


Bring to boil in double boiler: 
2 lb. 8 oz. water 
2 Ib. sugar 
8 lemons, gratings and juice 
Mix the following and add to the 
boiling mixture, stirirng until smooth 
and thick: 
1 Ib. water 
9 oz. cornstarch 
10 oz. whole eggs 
Add 3 Ibs. Meringue No. 1 or boiled 
fluffy frosting to the above filling while 
it is hot. Pour into baked pie shells 
and allow to cool. Cover with a me- 
ringe, dust top with icing sugar and 
brown in oven. 


Pineapple Snow Pie 


Bring to a boil in a double boiler: 
5 lb. crushed pineapple 
3 Ib. 2 oz. sugar 
3 oz. lemon juice 
3 lb. water 
Mix the following and add to the 
boiling mixture: 
1 lb. 3 oz. cornstarch (variable) 
1 Ib. water 
Stir until it is smooth and _ thick. 
Add 3 lb. of Meringue No. 1 to the 
filling as soon as it has finished cooking. 
It is important that this be done while 
the filling is hot. Pour the mixture 
into baked pie shells and allow to cool. 
This produces a filling of ordinary 

















Good design,*scund engineering and construction quality 





that guarantees efficiency and uninterrupted service . . . charac- 
terize all Pix Equipment for hospital kitchens and staff cafeterias. 
Send for a free copy of. this interesting new book on f 
service planning and modernization. 


atBERT PICK Co.1nc. 


2159 PERSHING ROAD, CHICAGU 


AMERICA'S LEADING EQUIPMENT HOUSE 
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consistency. If a firmer filling is desired, bake the pies, right 
after they have been filled, for about 10 minutes. Allow to 
cool, cover with meringue, dust with icing sugar and brown. 
This filling makes an excellent pie without meringue if a liberal 
amount of the filling dusted with powdered sugar is used. Bake 
in oven until light brown. 


Apricot Filling for Pie 


Bring to a boil: 
5 lb. canned apricots, chopped 
3 Ib. 8 oz. sugar 
3 oz. lemon juice 
3 lb. water 
Mix the following and add to the boiling mixture, stirring 
until it is smooth and thick: 
1 Ib. cornstarch. 
1 lb. water 
Add 5% Ibs. of Meringue No. 1 to the above filling while hot. 
Pour into baked pie shells and allow to cool, cover with 
meringue, dust top with icing sugar and brown in oven. If a 
finer body is desired for the filling, follow the directions for 
pineapple snow pie. 


Lemon Cream Pie or Lemon Down 


Bring to boil in double boiler: 
2 lb. 8 oz. water 
2 Ib. 2 oz. sugar 
8 lemons, gratfhgs and juice 
Mix the following together until smooth and add to the boil- 
ing mixture, stirring until it is smooth and thick: 
1 lb. water 
9 oz. cornstarch (variable) 
1 Ib. whole eggs 
Add: 3 oz. butter. 
Pour into baked pie shells while the filling is still warm. Allow 
pie to cool, cover with a meringue, dust top with icing and 
brown in the oven. 





— New SUGAR-FREE 
ICE CREAM 


For Diabetic diets. Make delicious 
sugar-free ice cream in your own 
kitchen in a few minutes with Cellu 
FREEZETTE, sugar-free powder mix. 
Requires no special equipment. One 
can makes 72 one-hundred gram serv- 
ings. Chocolate or Vanilla flavors. 
Write for sample. 


| Samples and Literature Sent on Request | 
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Food Prices Show Slight Decrease 

» » April food purchase prices decreased 1.17 per 
cent from March price levels, according to the latest 
Grinstead Food Price Index compiled monthly by 
R. M. Grinstead & Company, Inc., New York City. 
The drop was due to large decreases in the purchase 
prices of vegetables and salads plus a reduction in 
dairy products. Fish prices also dropped in April. 
Meat prices continued on the up grade, being 5.09 
per cent above the preceding month and 11.17 per 
cent above last April. Poultry prices also continued on 
the up grade but remained 8.73 per cent under the 
April, 1936, level. 

The Grinstead Food Price Index is based on current 
prices paid by a selected list of institutions to purvey- 
ors. The index comprises prices actually paid for 
approximately one hundred articles of food, weighing 
according to the proportion of these different foods 
purchased each month, thus compensating seasonal 
fluctuations in consumption. Because it is based on 
the three determinants: (1) exact foodstuffs pur- 
chased, (2) actual prices paid, (3) monthly changes in 
proportionate ratio, then averaged, the Grinstead Index 
accurately gauges the average change in the real 
prices of foods purchased for public service. 

Evaluating the weighted average of hotel food prices 
paid in January, 1934, at 100, the course of price 
changes during the last thirteen months has been: 


DN EPO 5 os oes ca. c os cada ce ease ee RD 100.00 
MN RD hi ond Rain eines ROPERS TY 117.46 
BN ih egieg Ws £4. 6s or sews oe Eee 115.02 
| ES ee ramen re recep re. arte « 117.22 
RAB OR eR ieee SD MAND eat Meera re" 118.23 
OT SES es ees Sree Pe ee eee re 118.96 
PER oe Oe PO eT TE eC er oe ee 119.42 
MES ah ee a Sp a olen ee Oe 65 118.14 
NN 4 AS Sh ee lees AER EAR ES ouoS 117.82 
NN ayy Ca ares oan he ee Cea 118.15 
RN EME Seg g Bea pewg bas cd he eee 122.12 
NS iy Kg Shed Le lay bo och oye BR 121.63 
ME SCL eign ok cea snes Mona ste ee 123.89 
MS) ie Cepek ehh oaseu Clee en chee Day 122.44 


The following table shows in percentages, the aver- 
age change in April from the preceding month and 
from April, 1936. The proportion of the main food 
groups purchased last month is shown in percentages 
of expenditures. 
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GRINSTEAD FOOD PRICE INDEX 


Prices paid in April, 1937, compared to: 
Apr., 1937 
Mar., 1937 Apr., 1936 Percentages of 
PerCent PerCent Expenditures 


Lo ga eas aaa Sea + 5.09%  +11.17% 26.73% 
CL, eae ae + 167 — 8.73 10.46 
MAGS arses Saige cee — 303 + 1.43 9.33 
Vegetables ........ — 74% — 3.36 7.71 
oT bees seca ya ean —22.58 — 5.39 2.86 
Pa oc) g RG + Ol — 2.69 3 00 
Dairy Products ....— 5.19 + 4.12 20.15 
(sPOGehIES in iene s + 12 + 3.69 19.76 








Change on Total 
(Weighted) ..— 1.17% -+ 424% 100.00% 

















SEE YOUR DEALER--- COLLINS & WRIGHT, INC. PITTSBURGH, PA! 
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Keep track of price changes by watching this Index, which 
appears every month exclusively in HOSPITAL MANAGEMENT. 
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ELOISE HOSPITAL and INFIRMARY, Eloise, Michi- 
gan. One of the largest institutions of its kind in 
the world. Comprises 14 large buildings housing 
patients, with many other service buildings. Below. 
one of the enormous diet kitchens. Administration 
Building in circle. 


FOOD PREPARED IN THE VAST 
KITCHENS AT ELOISE IS SERVED 


“KITCHEN-HOT” BY IDEAL CONVEYORS 














16-tray carrier with hot 
and cold shelves. 


50-patient bulk food 
service model. 
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Controlling food distribution costs—meeting their unusual and tremendous 
requirements in serving tempting, hot meals to a literal city of patients— 
these, briefly, are Ideals’ duty at Eloise. And the job’s well done. Steward 
Hammond has made innumerable tests—kept record after record. He 
knows what Ideals will do—prefers Ideal equipment. 


i i i , Jonvey designed 
For large or small hospitals alike, there are suitable Ideal Food Conveyors a 

for rapid, temperature-controlled food distribution that will actually save food, eh J 
costs and cash in the Dietary Departments employing them. Stainless steel—tfully 
automatic thermostat control of temp:erature—5-year electric element SS, 
many patented features EXCLUSIVE in Ideals—and the only conveyors fully re 
by the Underwriters Laboratory. Over 60 standard models. Custom service. Write for 
latest descriptive literature, specifications, etc. 


FOOD CONVEYOR SYSTEMS 
Sound tnt foeemett Hegpilala 
THE SWARTZBAUGH MFG. CO. 


TOLEDO, OHIO, U.S.A. * Established in 1884 


Distributed by THE COLSON CORPORATION, Elyria, Ohio 
Branches in Principal Cities 


In Canada—The Canadian Fairbanks-Morse Co. 
In California—The Colson Equipment & Supply Co., Los Angeles 
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Counter Ice Cream Freezer 
a Boon to Hospitals 


By CALTHA E. HENDERSON 
The Bastian-Blessing Company, Chicago, Illinois 





» » The counter ice cream freezer, originally. devel- 
oped for soda fountain operators, is now used by»many 
modern hospitals to make a great variety of delicious, 
nourishing desserts which tempt and stimulate the 
capricious appetites of patients. Many of these des- 
serts would not otherwise be possible. 

The modern freezer, properly used, is a time and 
money saver par excellence in a hospital and soon pays 
for itself in the economies it effects: It occupies but 
very little space and is so simple that’ an ordinary kit- 
chen employe can operate it successfully. The in- 
gredients are put in at the top, the refrigeration is 
turned on, and in from seven to ten minutes the fin- 
ished ice cream is ready to be taken out at the bottom. 
The quick freezing in small quantities produces ice 
cream that is always fresh, and it is smoother and bet- 
ter than can be made in any other way. There is also a 
saving of about one-third in the cost. 

The purity of the product and the food value are 
under complete control of the dietitian, when one of 
these freezers is used. Ice cream mix of any desired 
butterfat content is available from leading dairies in 
all sections of the country. The number of calories, 
vitamin content, flavors and colors can all be changed 
at will; and what an endless variety is possible. The 
ice cream can be of the heavy French or Italian Spu- 
moni type, or it can have as much as 100% of air 
whipped into it so that it is light and fluffy. It can be 
served in a soft state as it flows ribbon like from the 
freezer, or put into the hardening cabinet to become 
firm for service later. Interesting variations range all 
the way from breakfast cereals such as Grape Nuts, 
to the sophisticated Avocado Pear. Dates, nuts, fruits 
and candies are often used. 

When the ice cream has been made for the day, the 
freezer can be devoted to the making of other frozen 
desserts and special diet items which may include any 
desired proportions of milk, eggs, fresh or canned 
fruits, fruit juices or other ingredients. And how these 
can be dressed up and arranged in showy variegated 
colors to excite the curiosity and please the palate! 
And with what a small expenditure of time and effort. 
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Among the specialties which can be fitted into dif- 
ferent diet requirements are the frappes in which pure 
fruit juices in their many flavors and tints are used; 
and sherbets in which milk is combined with these 
juices. Frosted malted milk and frosted milk shakes 
are delicious and nourishing mid-morning and mid- 
afternoon pickups. A frosted milk shake, with all its 
nourishing value, can be made in a counter freezer at 
about the same cost as a cup of coffee. 

In a 2%-gallon freezer 100 appetizing servings can 
be made at one time, on the basis of ten to the quart, 
and at a lower cost than pie, cake, stewed fruit or pud- 
ding, considering ingredients, labor, fuel and electric 
current. 

Counter ice cream freezers are built with capacities 
of 2% and 5 gallons, and their hardening cabinets will 
hold from 40 to 80 gallons. They can be bought on 
easy terms. 

Counter freezers are now in daily use in many of 
the leading hospitals throughout the United States. 


Food Service... 


(Continued from page 45) 





with gas stove, sink, refrigerator, cupboards and an 
entrance door to the food lift shaft. These kitchens 
are used for floor nourishments and as distributing 
and collecting centers for the patients’ trays. Closed 
tray conveyors, holding eight trays, are sent to the 
floors on an automatic electrical food lift. We have 
seven conveyors and divide these among the floors 
according to their needs. If there are extra trays or 
supplies to be sent to a floor, shelves are arranged 
on the food lift to hold them. With the sketch of 
the kitchen plans, the conveyors, food lift and floor 
kitchens, I shall outline briefly the procedure for serv- 
ing trays. The tray conveyor is brought to the back 
of the steam table and a tray placed on the serving table 
by a maid. This maid puts on the tray milk, cream, 
bread and butter. The dietitian, standing opposite, 
calls the diet to the maid serving the hot orders, adds 
the soups and desserts and gives the tray a final check- 
ing before proceeding with the next one. A third 
maid keeps the serving table supplied with desserts and 
salads and serves the beverages just before the trays 
are put on the lift. The beverages are sent to the 
floor on a separate tray and served with the trays. This 
insures hot tea and coffee and prevents soiled tray 
cloths. 

The special diet trays are served first and sent to 
the floors. Unless a special diet is well served it is 
not always very palatable and easy to take and for 
this reason these small orders can be served imme- 
diately they are prepared, if these trays are the first 
to be delivered. If special diet trays are served with 
the house diets, there is a possibility that there might 
be a mistake in the diet served and for this reason 
we do not mix them. Following the special diets, the 
private trays and semi-private trays are served and 
lastly the ward patients’ trays. 
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In order to prepare food and serve trays we need 
staff. Our cook is responsible for the preparation of 
meats, vegetables, soups and some salads. One of the 
Sisters is pastry cook, preparing the desserts, cakes 
and fancy bread. A maid prepares the vegetables, 
assists with the cooking and takes care of the pots and 
pans. The three maids, who assist with serving, wash 
the patients’ dishes and set up the trays. A fifth is in 
charge of the nurses’. and maids’ dining rooms while 
Sisters take charge of the other rooms. We have 
labor-saving devices such as an electric dish-washer, 
an electric mixer for batters, mayonnaise, mashing and 
pureeing vegetables, an ice cream freezer, electric bread 
and meat slicer, vegetable peeler, which reduce the 
amount of time and labor, improve the efficiency and 
so eliminate unnecessary staff. 

Each morning special diet requisitions are sent from 
the floors to the dietary department. The slip bears all 
the patients’ names, room numbers, diet, beverage and 
any particular remarks regarding the diet. These are 
checked and trays set up for the new patients before 
we serve breakfast at 7:30 a. m. Another type of 
requisition stating the patient’s name, number, diet, 
diagnosis and doctor is used for new patients arriving 
during the day or for change of diet. No tray is served 
without a requisition and no special order sent to a pa- 
tient without a written order, unless the food is included 
in the patient’s diet. This is only a safety measure 
for the dietary department. 

Purchasing is a big item in the life of every dietitian, 
and must be given very careful consideration. Since 
we cannot go into detail, I will simply state that we 
order groceries and staples once a week from the local 
wholesalers, for our store room space is not adequate 
for larger supplies. Fresh fruits and vegetables are 
purchased once or twice a week, depending upon their 
perishableness. Meats are procured from a local agent, 
or in payment of a hospital debt. Root vegetables are 
usually supplied by farmers’ paying their accounts. In 
summer, we purchase all vegetables from the local 
gardeners. The local bakers supply bread. Consid- 
ering the size of the hospital, necessary equipment and 
extra staff required for a bakeshop, we find it less 
expensive to purchase our own bread than to bake it. 


The menus are planned a week ahead. The full 
house diet is planned and the other diets are varia- 
tions of this one. Private foods are extra and the 
staff meals may vary at times. Special diets must be 
planned each day as a variation of the house diet. We 
do not use the selective menu, but by visiting the 
private, semi-private and special diet patients fre- 
quently and catering to their likes and fancies, we 
can usually satisfy them. Special diet patients are 
instructed in their diet and a discharge diet, giving 
suggestions for a week’s meals, is planned for them. 
Records of every diet are kept in the department for 
reference. Since the hospital is small our food record 
system is simple. Every food item is recorded in a 
card index file. Each purchase of that commodity 
is recorded. At the end of the month a complete 
inventory is taken and the amounts of each item en- 
tered on the card. Thus one can tell, at a glance, the 
amount used per day or month and the price. 
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Sexton Specials offer out- 
standing values in foods pre- 
pared exclusively for those 
who feed many people each 
day. 


XPERIENCED food buyers 
F know that they will please 
their chefs by ordering Sexton 
sauces, condiments, catsup. Based 
on long experience, the wise chefs 
know that in the Edelweiss line 
they will find the sauce that will 
blend best with their own sauces, 
soups, gravies, and at the same 
time lower food costs. They know 
that every step in the preparation 
of Sexton condiments is controlled 
by recipes and processes born of 
fifty years’ specialization. Edel- 
weiss is the wise chef's choice first, 
last, and always, because it is pre- 


pared for him—and he knows it. 
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Since the dietary department is an expensive item 
in hospital management, we must prevent all possi- 
bilities of waste and added expense and reduce costs 
to a minimum. We must guard the amount of the 
garbage by standardizing the portions of food, avoid 
serving an unpopular dish twice, and by visiting the 
patients, knowing their likes and dislikes and so pleas- 
ing them as well as providing a satisfactory food 
bill. If the dining room staff is efficient the waste 
will be practically negligible. Breakages are a big 
item and must be closely checked. Constantly chang- 
ing staff and the irresponsible type of individual, ac- 
counts for the greatest percentage of these losses. 
Petty thievery and souvenir hunters must be pre- 
vented ; this is only accomplished by constantly check- 
ing the trays as they are returned and a monthly in- 
ventory of the silver. The kitchen should be locked 
at night and a separate one provided for the night 
staff. | Otherwise, the kitchen equipment will be 
frequently borrowed, and in many cases ruined. 

This, in brief, sketches the food department in our 
hospital. Some may believe the management of a 
small institution very simple without realizing that 
whether there are fifty or two hundred meals the 
same procedure must be followed. In our hospital 
the total meals numbered 180,378 for the last year 
with 40,000 of these private and semi-private patients. 
Since the New Year we have averaged ninety-five 
patients’ trays per meal while the staff meals are two 
hundred and fifty per day. We often hear it said 
that “People live to eat,’ but in the hospital the pa- 
tients “Eat to live.” So they may live, appetizing 
food, daintily served, must appear on every tray, and 
this only comes from an efficient food service depart- 
ment. 


Social Service Department... . 


(Continued from page 25) 





would tend to encourage and promote a better under- 
standing of the function of each and would provide an 
opportunity for sharing experiences, as well as an ef- 
fective channel for formulating future policies and 
practices. 

Whereas, it is essential for a social service depart- 
ment to have a desired goal and standards which it 
hopes to achieve and maintain, it must be remembered 
that it is a department within a complex organization 
in which there must be unity of action. To become 
so engrossed in one’s own department as to fai! to see 
oneself as a part of the whole, indicates rigidity and 
lack of perspective. Effort should be expended in an 
attempt to make the social service department a truly 
helpful unit of the hospital organization, for through 
her particular skills and knowledge the medical social 
worker can make a contribution toward the better in- 
terpretation, integration and execution of the medical 
program as it affects the patient, the doctor, the hos- 
pital, and the community. 
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MEDICAL RECORDS DEPARTMENT 


EDNA K. HUFFMAN 
Medical Records Librarian, St. Joseph’s Hospital, Chicago 


Editor 


WHY RECORDS? 


» » » WITH RECORD DEPARTMENTS firm- 
ly entrenched in all first class hospitals it 
seems just a little late to be making inquiry 

into this subject. On the other hand, the suggestion 
may be ventured that no phase of hospital work 
should ever be considered a closed book. There is al- 
ways room for improvement and constructive changes 
can be brought about only through painstaking, period- 
ical review of our methods of doing things and our 
ways of thinking about the things that we do. The 
reasons why we keep records are no doubt familiar 
to all of us and yet our failures in this respect are 
of sufficient moment to justify the expenditure of a 
few minutes of our time in reviewing the “whys” of 
record keeping. If there isn’t a substantial “why” 
for doing a thing, that is the reason for not doing it 
and so we humans find ourselves going back to first 
principles from time to time searching for more ade- 
quate explanations, better ways of doing our jobs or 
even justification for not doing them at all. 

In the hospitals of this country thousands of pounds 
of paper are tenderly stored away in basements, attics, 
old buildings, and record rooms each year. These 
are the hospital records and I suppose the vowels 
alone contained therein, if written into a continuous 
word, would reach around the globe. Some one has 
suggested that once they are completed 95 per cent 
of them are never looked at again except perhaps by 
the cleaning personnel who dust them occasionally. 
Many a hospital superintendent has frantically con- 
sulted his confreres in the field to find how long rec- 
ords should be preserved and each has found dis- 
couragement in the replies which almost invariably tell 
him how to keep them always. The same hospital 
superintendents have frequently asked themselves such 
questions as the following: 

Are records really necessary to the treatment of 

the patient ? 

Couldn’t this expense be eliminated ? 

Are records really used for research purposes? 

Do the physicians refer to them often enough 
to justify the expense involved? 


Read before the Ohio State Association of Record Librarians, 
Columbus, Ohio, April 14, 1937. 
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Are we just keeping up with the Joneses, doing 
this work because other hospitals are doing it? 
Patients sometimes object to supplying the facts 

necessary to complete their records; doctors com- 
plain of the drudgery involved in keeping up their 
part of the program, NURSES SAY LITTLE ABOUT THEIR 
SHARE OF THE WORK, hospital administrators are con- 
stantly searching for additional space in which to store 
them. They are always on the lookout for sugges- 
tions as to cheaper storage methods. They concern 
themselves because of the difficulties involved in try- 
to keep them up to date. They frequently speculate 
on the question of whether or not they are worth the 
price. 

I have emphasized the point that nurses say little 
about their share of the work and I suppose they do 
more of the actual record work than any other group 
in the hospital. Now why is it that they don’t com- 
plain? The answer is simple. It’s because they do 
the work when it is supposed to be done and when 
it ought to be done if the record is to have full value. 
They make their notes and record their findings at 
the time when things happen and at the time when 
they make their observations. None of us like to 
“mop up” after interesting events are over with, no 
one really enjoys cleaning up after a party. Records 
will never be satisfactorily kept until such time as 
they become something more than a cleaning up 
process, which is exactly what record keeping amounts 
to in too many instances. 

With these brief references to the status of records 
and some of the current attitudes toward them we 
are ready to introduce the question, “Why Records?” 
Perhaps a review of some of the reasons for making 
and keeping them may stimulate us to greater efforts 
along this line. I can conceive of no better outline 
for this little symposium than the following: 
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WHY RECORDS? 
From the standpoint of the patient. 
From the standpoint of the physician. 
From the standpoint of the hospital. 
From the standpoint of the community. 

From the standpoint of the Patient—Records are 
first of all for the protection of the patient. No indi- 
vidual can carry around in his or her mind all of the 
facts that are necessary to the proper handling of 
patients. Supposing a physician is studying five dia- 
betics at the same time in a hospital. He is attempt- 
ing to ascertain their carbohydrate tolerance and per- 
haps the quantities of insulin necessary to enable 
them to live fairly normal lives. I am certain that 
none of us would want to be one of the five patients 
if accurate and proper records were not kept of their 
progress from hour to hour and from day to day. If 
in the midst of his studies of these five patients the 
attending physician should become ill what would his 
substitute do for the patients if there are no records 
of previous treatments, findings, and progress? How 
would the patients fare under such a regime? A 
patient may pass through the hands of a dozen dif- 
ferent people during his sojourn in the hospital. With- 
out the proper coordination of effort through rec- 
ords he would be better off if he had stayed at home. 
Records are the vehicle which make team work 
possible in the care of the patient and at the same 
time accord him the protection which is essential to 
his welfare. 

Records speak with authority of the ability or lack 
of ability of the physician who is attending the pa- 
tient. They make possible a review of his work by 
his confreres and thus enable governing boards of 
hospitals to keep the professional work on a high 
plane for the benefit of the patients who entrust them- 
selves to their care. 

Without records physicians would find themselves 
studying cross sections of disease without reference 
to their life histories. What patient would care to 
be treated by a physician whose knowledge of a 
tumor is limited to what he sees at the time of exam- 
ination. The patient wants to know what is going 
to happen to that tumor and to him. He wants his 
physician to bring to bear upon his case a knowledge 
of what similar tumors have done in thousands of 
other cases and he wants to be treated after the fash- 
ion of those cases in which results have been most 
favorable. The day to day, month to month and 
year to year progress of disease cannot be studied 
without the aid of records. 

Many a patient has been spared the embarrassment 
of having his appendix removed a second time because 
of the existence of a hospital record in a hospital 
perhaps hundreds of miles away, but as available as 
the nearest telephone or telegraph office, and_ this 
is no reflection on the surgeon currently treating the 
case. He has no magic way of knowing what may 
have been taken out or left in an abdomen through 
the incision, which is marked by a residual scar when 
the patient comes to his attention. He may have his 
suspicions but the scar bears no labels. Maybe after 
all, if it were not for modern records, something might 
be said for the old practice of presenting the patient 
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with his appendix or his gall stones as he recovered 
from his anesthetic. 

Records are oftentimes of great value to patients 
from a medico-legal standpoint. The payment of the 
proceeds of an insurance policy or the collection of a 
sick benefit often hinges upon the facts set forth in 
a hospital record. Numerous court actions, such as 
personal injury suits, divorce cases, adoptions, suits 
for breach of promise, malpractice, criminal opera- 
tions, murder, and cases in probate court, may de- 
pend on hospital records for the facts upon which de- 
cisions are based. 

Not many of us think of the importance of our 
record departments as permanent central depositories 
for medical facts concerning patients. Many phy- 
sicians dislike to be bothered with the task of com- 
pleting hospital records, giving as their excuse the 
fact that they maintain complete records in their 
offices. Unfortunately physicians sometimes die, 
sometimes they abandon practice, sometimes they move 
to new locations after first discarding everything 
which they think is unnecessary, including their rec- 
ords. Hospitals represent a far greater degree of 
permanency and for that reason they are in a position 
to better serve the patient from the standpoint of pre- 
serving his medical records. 

Few of us have escaped the experience of proving 
where and when we were born. The birth record of 
the hospital helps the patient to enter school, enlist 
in the army or navy, secure the privilege of voting, 
get passports permitting him to visit foreign coun- 
tries and return home without embarrassment, estab- 
lish age, prove inheritance rights, prove citizenship, 
collect annuities and do countless other things of a 
more or less legal nature. 

Records help to solve many social problems. For 
one thing they assist in preventing abuse of charity. 
It has become routine for agencies to check with each 
other through central exchanges and abuses are de- 
tected by this procedure in many instances, thus pre- 
serving charity for those from whom it is intended. 
I once had the pleasure of bringing together for the 
Christmas season two sisters who had not seen each 
other following their separation when they were in- 
fants. All of us have been called upon in recent 
months to help old people prove their aves so that 
they might become beneficiaries under old age pen- 
sion laws. The advent of social security may mean 
that hospital records will be called into use more 
and more to prove the contentions of prospective 
beneficiaries of this movement. 

From the standpoint of the patient there are ample 
reasons why records should be kept. 

From the standpoint of the physician. Records pro- 
tect the physician in his practice. If in the treatment 
of his patient he has exercised the care and diligence 
that might be expected of the average physician prac- 
ticing in his community the courts will usually not 
return verdicts against him. He proves his conten- 
tions before the court through the medium of the 
hospital record in many instances. The well organ- 
ized hospital throws safeguards around its attending 
physicians through its records which they might not 
think of. These may be a little irksome at times to 
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those whom we are trying to protect but in the long 
run they are extremely grateful for them. 

The physician is stimulated to keep up with the 
procession through records. If his methods are in- 
adequate, antiquated, out of date or no longer ac- 
cepted by the medical profession generally, the record 
will tell the story and he cannot long survive if he 
does not mend his ways. The medical audit by the 
staff of the hospital, of the work of its members is 
an outgrowth of record keeping and it is playing an 
increasingly prominent part in improving the pro- 
fessional work of the hospital. This state of affairs 
cannot help being beneficial to the members of the 
medical profession. 

The research values of records are important to 
the physician who is interested in contributing to the 
progress of medicine as well as the enhancement of 
his own capabalities. It is this type of study that 
enables members of the profession to build up the 
details of the clinical pictures which become the stand- 
ards of diagnostic interpretation. 

Records help the physician to evaluate the effect of 
treatments which extend over long periods of time. 
Thus, in the management of a case of pulmonary 
tuberculosis, the clinician would be completely lost 
without very carefully compiled records. 

They make the physician more efficient in his work 
by removing the necessity of carrying countless de- 
tails in his mind. In fact the practice of modern 
medicine has become so complicated that it would 
be impossible without the aid of modern record keep- 
ing. 

From the standpoint of the Hospital. Hospitals are 
protected. against fraudulent claims for damages 
through the carefully compiled, day to day records 
of the activities of its personnel in caring for patients. 
Records help the hospital to establish its reputation 
for high grade professional work. They are the back- 
bone of its teaching program and they furnish the 
materials for judging the competence of those who 
practice in the hospital. They serve as a check on 
the activities of all who attend patients. 

From the records of patients the hospital builds up 
information which is extremely valuable in manage- 
ment. The quantity and quality of its work is known 
and reasonably accurate forecasts of future perform- 
ance may be made. Without such information in- 
come and. expenditures could not be predicted and 
budgets could not be prepared with any degree of ac- 
curacy; the need for contraction or expansion of 
facilities or services could only be guessed at. The 
operation of hospital under such conditions would 
be extremely haphazardous. 

From the Standpoint of the Community. With- 
out the facts compiled from hospital records com- 
munities could not plan intelligently for their hos- 
pital needs. Without knowledge of the number of 
patients hospitalized each year, the average number 
under care each day, the average duration of stay 
and other facts of vital importance in planning, com- 
munities might be grossly overhospitalized or sadly 
underhospitalized. A review of past efforts empha- 
sizes our failures in this respect. In too many instances 
information that was available for use has not been 
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utilized in community planning with reference to 
hospitals. 

Death certificates based on hospital records may 
be of no value to the patient involved, but they pos- 
sess real values for surviving relatives and for the 
community and the nation. Without such documents 
arrangements for burial cannot be completed, estates 
cannot be settled and disposed of, the proceeds of 
insurance policies cannot be collected. This legal for- 
mality protects the members of the community in 
which the patient lived as well as the public in gen- 
eral because it leads to investigations of all question- 
able circumstances surrounding death and these inves- 
tigations act as deterrents to crime, providing they are 
followed up with punitive measures where circum- 
stances warrant such action. If the death certificate 
indicates that the cause of death was a communica- 
ble disease, a public funeral is forbidden and the 
spread of the disease in the community is guarded 
against. The danger here lies not so much in the 
remains of the deceased but in the possibility that 
close friends and relatives who attend the funeral 
may be recovering from or incubating the disease 
from which the patient died, in either of which in- 
stances they endanger the well-being of others who 
might attend the funeral, as well as the public in 
general. 

From the information carried on the death certifi- 
cates vast studies are carried on by the health depart- 
ments of the various local units of government, the 
state and the federal government. From these studies 
we may learn whether or not our measures of com- 
bating disease are effectual. Without such studies we 
wouldn't know, for example, that the use of toxin-an- 
titoxin or equivalent has made it possible to prac- 
tically wipe out such a dreadful disease as diphtheria 
within a decade, nor would we know of. the tre- 
mendous progress that is being made against tuber- 
culosis. 

Reporting of contagious disease to the proper au- 
thorities is a regular function of our record depart- 
ments. Such reports are of inestimable value to our 
health departments in controlling the incidence of 
contagious disease in the community. 

More important, perhaps, than any of the reasons 
cited in favor of keeping hospital records for the good 
of the community is the one which states that good 
records contribute to constant improvement in the 
type of service rendered to the community by the hos- 
pital and anything that does this is a worthwhile asset. 

This discussion may not be exhaustive in its detail, 
but it may serve to introduce a few thoughts that 
have not previously been sufficiently emphasized in our 
discussions. of record keeping. From the standpoints 
of the patient, the physician, the hospital and the com- 
munity, hospital records are indispensable and the 
various state and national associations of hospital 
record librarians are to be commended on the prog- 
ress they have made in emphasizing the importance 
of records and in giving to hospitals people trained 
to render the type of service needed to carry on this 
very important function. 
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Patient's Point of View... 
(Continued from page 21) 





To be very honest dissatisfied patients usually sound 
their discords on about the same strings, which are 
casualness or a “hard-boiled” attitude on the part of 
some nurses. Perhaps changing the attitude of these 
particular members of the profession is not an easy 
matter, but continued effort in this direction will bear 
fruit in more serene and loyal patients. 

But I would not be fair if I did not give what must 
be the other side of the picture. Two patients in the 
same hospital at the same time, on the same floor and 
cared for by the same nurses, may, I am sure, have 
entirely different experiences because they created for 
themselves different environments. Honey, not vinegar, 
continues to be the better lure for both flies and human 
beings. 

Nursing executives as well as nurses come in for 
their share of praise and blame from patients, for they 
determine whether the atmosphere of the hospital is 
one of warm friendly interest or that of cool detach- 
ment. Large institutions and so-called medical centers 
have a tendency inherent in the very situation to be 
impersonal in their relationship to the patients while 
small hospitals from the very nature of things, do not 
lie so much in the danger zone. 

May I be pardoned for illustrating this point by 
using a personal experience? I had been a patient in 
a small hospital, a woman’s hospital, on two occasions 
within an interval of two or three years. About three 
years later this hospital became one of the units in a 
well-known medical center and very soon after the 
formation of this group I chanced to be a patient there 
under the same circumstances and with the same at- 
tending physician. I have never forgotten the contrast 
in the atmosphere of the two places. Although I have 
always preferred to attribute it to the newness of the 
union, all sense of being an individual was gone and I 
was only a room number. There seemed to be no 
intercessor between the patient and the fountain head 
of the center, the deity. In fact, everyone seemed so 
busy running the place that no one had time to look 
after the patients. I had no confidence that my baby, 
badly jaundiced, was receiving special care, such as 
extra water or whatever was current treatment for that 
ailment. I felt that he too was a number, who would 
be cared for only routinely, if at all. 

If confidence in a hospital is as essential to the pa- 
tient’s welfare as is his confidence in his doctor, this 
factor cannot be overlooked. A surgeon friend told 
me once that he preferred not to operate on someone 
who believed he could not survive the operation. By 
the same token, would not a patient’s progress depend 
greatly on his belief that the hospital was a real refuge 
where his responsibility for caring for his own ailing 
body ended? 

One of the factors that fails to give the patient con- 
fidence in his treatment and care is the air of mystery 
which seems to pervade a hospital. Funk and Wagnall 
define mystery not only as something unknown or un- 
explained, but also as something deliberately concealed 
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or unexplained so as to excite awe or curiosity. I 
have no solution for this problem, for certainly the 
patient must be protected from harmful information 
about himself and surely the nurse is not in the posi- 
tion to answer many of the questions put to her. Still 
to be able to extract information only from the doctor, 
then to miss him on his daily round or to have him too 
busy for questions when he does appear, is, to say the 
least, irritating to the patient. 

I heard only this week of one Chicago hospital’s in- 
telligent attempt to dispel mystery by holding parent 
education classes once a week for half an hour after 
visiting hours conducted by two staff men for fifteen 
minutes each or, as I understand it, by the dietitian, 
medical social service worker, occupational therapy 
worker and the like. To be sure this is not education 
of the patient, but of the parent of the patient, but 
how revealing such sessions could be to the parent 
whose contact with the hospital amounts, perhaps, to 
a brief hour a few times a week. I believe that in that 
hospital also, the patients who are up and about are 
given a similar opportunity. Other hospitals have for 
many years been educating mothers of new babies in 
the intricacies of the bath and of formula making. For 
all such efforts to cement the relationship between the 
hospital and the patient and to make it more personal, 
the patients rise up and call the hospitals blessed. 

The worship of routine in a hospital sometimes 
amuses the patient who is not so ill as to have lost his 
sense of humor. The layman is usually able to appre- 
ciate the necessity for routine, for every business and 
organization and even home must follow one in order 
to act effectively, but as happiness in a home is often 
dependent on breaking routine, so it sometimes seems 
to the patient that less rigid adherence to it in the hos- 
pital would be desirable. 

Now I feel exactly like the patient who had just 
inflicted corporal punishment on little Willie, for it 
hurts nte worse than it does you to offer criticisms 
when giving the patient’s point of view. I find it very 
difficult to look critically at nurses for I am as sus- 
ceptible to the flutter of a nurse’s uniform as the aver- 
age maiden is supposed to be to a soldier’s in time 
of war. And as for appraising the hospital, I believe 
that is more difficult to do objectively and unemotion- 
ally, than to evaluate almost any other institution not 
excepting the church and the school. It is more like 
exposing to public scrutiny, one’s home life which only 
an adolescent can do apparently without a twinge of 
conscience. 


Effective Nurses... 
(Continued from page 41) 





welfare of her patients are closely interrelated. In 
other forms of work, when a worker is mentally and 
physically fatigued, he is subject to accidents. In in- 
dustry, accidents are usually hazardous to the worker 
only, whereas in hospitals, dangers threaten patients as 
well as workers. 

“From the standpoint of the patient, long hours of 
work affect the quality of nursing service received. 
From the standpoint of the nurse, long hours of work 
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must eventually cause physical, mental and emotional 
fatigue.” 

A definite schedule for vacations should be on hand 
in all hospitals with vacations of sufficient length to 
insure adequate relaxation. 

“During vacation time, a sufficient number of addi- 
tional nurses should be engaged to safeguard the stand- 
ards of nursing service set up by the hospital. 

“Each hospital should have a fair salary plan for 
its nurses. Certainty of tenure and prospect of ad- 
vancement for good work are of value to any employee, 
and the wise management wil! provide a pay plan which 
will include these features. 

“The hospital should insist upon justice in all of its 
dealings with its nurses. They should not be dis- 
charged for unimportant reasons, and in order to elimi- 
nate all possibility of unfair treatment because of per- 
sonal prejudices or dislikes, all discharges should be 
subject to review by the administration of the hospita!. 

“Educational and cultural opportunities, while not 
directly related to salaries will increase the interest and 
often the efficiency of employees.” 

If the program as outlined is followed, the result will 
be effective nurses and effective bedside nursing. 


The Hospital Laboratory ... 


(Continued from page 27) 





is named director of the laboratory or some traveling 
pathologist is hired who appears at the institution at 
very infrequent intervals. Such a method of procedure 
represents the worst type of exploitation of the patient 
and the laboratory. It is obvious that such abuses will 
not be tolerated for very long and I feel sure that as 
soon as sufficient qualified pathologists are made avail- 
able the proper authorities can and will stop this prac- 
tice. 

May I also take this opportunity to pay tribute to 
Dr. M. T. MacEachern of the American College of 
Surgeons for the great advancement made in the prac- 
tice of Clinical Laboratory Medicine during the past 
ten years and for the status which it now enjoys. 


BOOK REVIEWS 


AMERICAN MEDICINE. American Foundation, 
565 Fifth Avenue, New York, N. Y. 


The foundation has set itself “the task of investi- 
gating the degree to which government may wisely 
serve its citizens within the limits of the parliamentary 
system, in various fields.” The present two volumes 
are devoted to the study of medical care. The director 
of the study is a physician and, listed in the medical 
advisory committee, are well-known names in the medi- 
cal and hospital professions selected from every sec- 
tion of the country. 

The study was made by means of specific questions 
sent to representative men and women throughout the 
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nation and excerpts from their replies are freely quoted. 
It is at once apparent that the committee started out 
to find facts, not to prove any predetermined point. 
Opinions on both sides of any given question are im- 
partially quoted, and in some cases the committee has 
attempted to draw conclusions from the evidence sub- 
mitted. The section on the place of the hospital will 
be of particular interest to hospital administrators. 


» « 


NATIONAL HEALTH SERIES, by various au- 
thors. Funk & Wagnalls, 354-360 Fourth Avenue, 
New York, N. Y.; 35 cents per copy, three for $1.00. 


The National Health series is made up of twenty 
small volumes written in a popular style for the pur- 
pose of giving information-on subjects which may af- 
fect everyday life. The series is edited by the 
National Health Council of New York, representing 
local and national medical and health organizations. 
The subjects are well chosen and each work is written 
by an author competent in the special field. In view of 
the present nation-wide campaign against venereal dis- 
ease the volume “Venereal Disease” by Wm. F. Snow, 
M.D., General Director of the American Social Hy- 
giene Association, should be of particular interest. 


» « 


A MANUAL OF OPERATING ROOM PRO- 
CEDURES. Almira W. Hoppe, Science Instructor, 
Jewish Hospital, St. Louis, and Lucille M. Halver- 
son, Supervisor of Operating Rooms, University of 
Minnesota Hospitals. Spiral binder, $2.00. Uni- 
versity of Minnesota Press. 


The authors have recognized and met the need for 
standards in the operating room. The first section is 
devoted to detail of the routine duties of the differ- 
ent members of the personnel of the department. This 
is followed by a section devoted to instructions for 
the special care required for needles and rubber gloves, 
for preparing the field for various operations and for 
setting up the operating room in the morning in prep- 
aration for the work of the day. The third section 
deals with draping the patient for the most common 
operations and the fourth with detail of trays for vari- 
ous purposes. The remaining sections are devoted to 
individual operations in general surgery and in the 
different specialties. In the instructions for prepara- 
tion for each operation the authors have gone much 
farther than is usually done in standing orders. 
They first state the purpose of the operation and fol- 
low this by directions for the operating position as 
well as for draping and preparation. Technique is 
then outlined and finally, there is a list of the sutures 
and instruments required. 


The work is prepared with reference to the operat- 
ing rooms of the University Hospitals and, naturally, 
there will be variations in setup and procedure in other 
hospitals. This has been provided for by leaving the 
right-hand page blank to allow variations to be noted. 
The work will therefore be found to be a splendid 
basis for standing orders and routine procedures in 
any hospital. 
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» » » IN THE AVERAGE HOSPITAL the 
Chief Engineer is like the proverbial 
prophet, “Without honor in his own 

country.” 

He is the fellow who takes care of the dirty annoy- 
ing little troubles that bother other people in the hos- 
pital. He is the noisy fellow who really should do his 
messy old work after other people have gone home. 
He is the fellow who is not able to make that new ma- 
chine work like the salesman said it would even if the 
salesman never actually used one. Of course the en- 
gineer was not asked for his opinion on the machine 
before good money was spent for it. It seems that 
unless he appears dirty and greasy and has a pipe 
wrench or a pair of pliers in his hand everybody doubts 
that he is earning his money and wonders why he can’t 
lay off a man and do a little more work himself. 

Even though he may have the mind of a second 
Edison, nobody gives him credit for having any gray 
matter, for who with brains would deliberately choose 
such a menial job? But he and his work are necessary 
evils and expensive ones without actually returning one 
cent of profit, and people are only glad to see him and 
his crew when something goes wrong. 

One of my superiors remarked one time, “The Chief 
Engineer is the most useless man in the institution un- 
less something goes wrong but when it does go wrong 
what would we do without him?” His biggest job is 
seeing that things don’t go wrong but that phase no- 
body ever thinks about. He really gets more credit 
for repairing a breakdown which he could have pre- 
vented than preventing a dozen breakdowns that only 
could be repaired with new equipment. 


—- at the Tristate Hospital Assembly, May 5, 6 and 
4‘, © ‘. 


THE MOST USELESS MAN AND HIS USES 


By CHARLES BOWMAN 


Chief Engineer, Methodist Episcopal Hospital, Indianapolis, Ind. 





In short he is the most misunderstood and unused 
man on the payroll and being unused is often overpaid, 
but still does not receive half the money he is really 
worth. This perhaps sounds somewhat contradictory 
but I shall try to show that it is not. 

The above facts portray the engineer after he has 
been browbeaten, his volunteered advice disregarded 
and after a few feeble efforts he has crawled back into 
his grimy office and decided to draw his salary and let 
them run their darn hospital into the ground if they 
want to. “If they wait to buy obsolete or unsuitable 
machinery let ’em; if they pay too much for the coal 
and it is no good, I told them didn’t 1? They don’t 
appreciate my advice when I volunteer it so why should 
I try? They wasted $175,000 on that last building 
but they wouldn’t listen to me would they ?” 

These conditions, deplorable as they are, are never- 
theless true in too many hospitals and the engineer 
who gives in to them and accepts defeat in his chosen 
field has no future and is undoubtedly overpaid, for 
the hospital is using only his physical effort while his 
mentality atrophies. As a result of this attitude he 
grumbles, growls and tells his subordinates he is not 
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Scientific design insures proper support for the 
back, relieves bodily strain and cramped abdominal 
muscles. Adjustable without tools. Ball-bearing 
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appreciated and is finally talked out of his job by some 
less qualified man with the ability to sell himself. 

Now that we have finally ousted this poor fellow 
let’s see what he could have done to save himself. 

In the first place he should have sold his superior on 
the idea that if he was pleased when productive depart- 
ments showed a satisfactory profit -he should be far 
more pleased when the engineer showed a saving be- 
cause only a small per cent of their dollar was profit 
and one hundred per cent of the saved dollar was 
profit. 

He should have made a mental inventory of the 
obvious wastes about the hospital, both in and out of 
his department and, beginning in a small way, worked 
these out and presented them in a clear workable plan 
with facts and figures that were indisputable. He 
would not have taken “No” for an answer but perse- 
vered until he had put over some of his smaller sug- 
gestions. This would have given him confidence and 
the employer in turn would have more confidence in 
the engineer. With the confidence inspired with the 
first attempt the secondary things should follow with 
larger savings resulting. The boss by this time would 
have consulted with him on problems and would have 
arrived at the conclusion by that time that the engineer 
did have a brain. With this idea the boss would prod 
that brain and wake up some of the latent ideas that 
were probably unknown to the engineer himself. 

Naturally the going would have been a little rough 
at first and he would have met with more rebuttals than 
successes but not being easily discouraged his perse- 
verance would have won out eventually. 

By constructive criticism he should have forced upon 
those entrusted with the purchasing of equipment, the 
necessity of mechanical inspection before buying. This 
foresight may save many dollars after the equiment is 
installed. 

He should have presented beneficial changes well 
worked out in other departments as well as his own, 
especially when the two departments were correlative. 
If someone suggested a change obviously in error he 
should have objected to the !ast even if he was over- 
ruled. It would have rebounded eventually to his 
credit. 

The personnel in the engineer’s department is an im- 
portant factor, and should have been chosen with an 
eye to their qualifications so that he could not only 
maintain existing buildings and equipment but could 
have installed all new equipment and built anything of 
a minor nature with his own staff of men. 

He should have checked al! architects’ plans on new 
buildings and his O.K should have been as important 
as the board’s final order. Of course his own power 
house should have been run efficiently, but any hospital 
engineer knows this is his last worry for there he has 
only to convince himself. 

At times this ousted engineer might have had to 
resort to subterfuge to put over his point. He may 
have had to borrow tools to prove that those same tools 
were a good investment. Outside people might have 
to be called upon to get an idea across that he was 
unable to drive home himself. Afterwards he would 
be given credit for it. 

May I cite a persona! incident? After hard work 
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we got consent to drill a well. After the derrick was 
set the local water company sold our board of trustees 
the idea that the water would not be fit to use and 
we were ordered to stop drilling at once. We esti- 
mated that we were already approximately 150 feet in 
the ground and couldn’t stop. As an actual fact we 
weren't more than five feet in the ground. But the 
well when finished saved the hospital $6,000 per year 
and everybody was happy except the water company. 
I still wonder what would have happened if it had been 
a dry hole. I rather imagine that many of you have 
had similar experiences. 

If this engineer had confidence in himself he would 
have instilled confidence in others. When that was 
accomplished his battle was won. His destiny was 
entirely in his own hands, and even in the smallest 
hospital if he had ability he could have carved himself 
a niche so far removed from the necessary dirt and 
grime of his profession that he would have ranked with 
any department head. 

In conclusion I would like to say that if through 
this organization we are able to teach the hospitals 
which we serve to use us to their best advantage we 
have indeed well repaid them for the privilege of this 
meeting and the most useless man will become the most 
useful man and the hospital engineer will indeed have a 
future. 


Housekeepers Elect 
Mrs. Adele B. Frey 


» » Mrs. Adele B. Frey, Hotel Hollenden, super- 
vising housekeeper of the DeWitt Hotels, was elected 
president of the National Executive Housekeepers’ 
Association at the closing business session of the 
Association’s fourth annual convention at the Hotel 
Hollenden, Cleveland, held May 20th to 23rd. 

Other officers elected were: Doris Dungan, West 
Jersey Hospital, Camden, N. J., first vice president ; 
Edythe Bussey, Schenley Apartments, Pittsburgh, sec- 
ond vice president; Marzita Haffner, Chicago, cor- 
responding secretary; Margaret Rutledge, Conneaut 
Lake Hotel, Conneaut, Pa., recording secretary, and 
Emily Barton, Hotel Dixie, New York, treasurer. 

Sixteen of the 22 N.E.H.A. chapters were repre- 
sented, including New York, Philadelphia, Washing- 
ton, Baltimore, Pittsburgh, Hudson Valley, Cleveland, 
Cincinnati, Chicago, Louisiana-Mississippi, St. Louis, 
Minneapolis, Toledo, Atlantic City City, Columbus and 
Detroit. 

All business and social functions were held at the 
Hollenden, with National President Grace H. Brig- 
ham, of the Biltmore in Providence, presiding. 


A Metal Awning 

» » The Sunvent Awning Company of New York 
has recently produced a new metal awning which is 
said to be noiseless. It is claimed by the makers 
that this awning acts as a venetian blind as well, and 
will not interfere with circulation of air. Control is 





by a button inside the window. 
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Announcing the Newest and Most Modern of Wheel Chairs 


Here are some of the many outstanding advantages of this 
new, ultra-modern Gendron Wheel Chair: Streamlined styl- 
ing—seamless steel tubing frame—beautiful finish; bright 
silver and cadmium plated metal parts, walnut finished wood- 
work—caned seats, leg rests and reclining backs—complete 
adjustability—leg rests adjustable independently—Lock-tite 
and automatic reclining fixtures—rubber covered hand rims 
for comfortable self-propelling. 


Write for our latest catalog 
lon lon. — THE GENDRON WHEEL COMPANY 
FACTORY: TOLEDO, OHIO 
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